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Description

FIELD OF THE INVENTION

[0001] The invention relates to apparatus for treating
pelvic conditions by use of a pelvic implant to support
pelvic tissue. The pelvic conditions include conditions of
the female or male anatomy, and specifically include
treatments of female or male urinary and fecal inconti-
nence, treatment of female vaginal prolapse conditions
including enterocele, rectocele, cystocele, vault pro-
lapse, treatments of conditions of the pelvic floor, and
any of these conditions in combination. In particular, the
present invention relates to a surgically implanted im-
plants that support pelvic tissue and that are secured to
pelvic tissue to provide that support.

BACKGROUND

[0002] Pelvic health for men and women is a medical
area of increasing importance, at least in part due to an
aging population. Examples of common pelvic ailments
include incontinence (fecal and urinary), pelvic tissue
prolapse (e.g., female vaginal prolapse), and conditions
of the pelvic floor.
[0003] Urinary incontinence can further be classified
as including different types, such as stress urinary incon-
tinence (SUI), urge urinary incontinence, mixed urinary
incontinence, among others. Other pelvic floor disorders
include cystocele, rectocele, enterocele, and prolapse
such as anal, uterine and vaginal vault prolapse. A
cystocele is a hernia of the bladder, usually into the va-
gina and introitus. Pelvic disorders such as these can
result from weakness or damage to normal pelvic support
systems.
[0004] In its severest forms, vaginal vault prolapse can
result in the distension of the vaginal apex outside of the
vagina. An enterocele is a vaginal hernia in which the
peritoneal sac containing a portion of the small bowel
extends into the rectovaginal space. Vaginal vault pro-
lapse and enterocele represent challenging forms of pel-
vic disorders for surgeons. These procedures often in-
volve lengthy surgical procedure times.
[0005] Urinary incontinence can be characterized by
the loss or diminution in the ability to maintain the urethral
sphincter closed as the bladder fills with urine. Male or
female stress urinary incontinence (SUI) occurs when
the patient is physically stressed.
[0006] A specific area of pelvic health is trauma of the
pelvic floor, e.g., of the levator ("levator ani") or coccy-
geus muscle (collectively the pelvic floor). The pelvic floor
is made up of the levator and coccygeus muscles, and
the levator is made up of components that include the
puborectalis muscle, the pubococcygeus muscle, and
the iliococcygeous muscle. For various reasons, the le-
vator may suffer weakness or injury such as damage to
the levator hiatus, ballooning or levator avulsion, any of
which that can result in symptoms such as prolapse, fecal

incontinence, and other conditions of the pelvis.
[0007] Levator defects (weakness or injury) can affect
any portion of the elevator, and can be especially com-
mon in the pubic portion of the levator ani, including the
pubococcygeus and puborectalis muscles. Such defects
are relatively common, for instance, in women with vag-
inal prolapse. Defects can also be present at the iliococ-
cygeus muscle. Still other defects are in the form of a
paravaginal defect, such as avulsion of the inferiomedial
aspects of the levator ani from the pelvic sidewall; avul-
sion can refer to tissue being detached from the pubic
bone, and may precede prolapse conditions. Another le-
vator defect is levator ballooning, which refers to disten-
sion of levator muscles.
[0008] A different levator defect is a defect of the leva-
tor hiatus, which can reduce the stability of the pelvic
floor and may result in sexual dysfunction, defecatory
dysfunction, rectal prolapse, and fecal incontinence. Le-
vator hiatus is also believed to play a significant role in
the progression of prolapse. Embodiments of methods
of the invention can address any of the conditions, as
well as related conditions and symptoms.
[0009] WO 2005/122954 discloses soft tissue anchors,
adjustable length/tension slings, interconnects between
slings and soft tissue anchors, delivery devices and sys-
tems for implanting supportive slings.
[0010] US 2006/0217589 relates to a surgical instru-
ment used for the implantation of a Pubovaginal Sling for
treating female stress urinary incontinence.
[0011] WO 00/74594 is directed to a surgical instru-
ment and a method for treating female urinary inconti-
nence and in particular to a conical needle for facilitating
the perforation of different layers of tissue, with each tis-
sue layer having a different resistance against perfora-
tion.
[0012] DE 102 11 360 discloses a urethra support sys-
tem including an implantate band and a surgical needle.
[0013] FR 2 852 813 relates to a device for placing in
a tissue of the human body reinforcing tapes used in uro-
gynaecological surgery for treating stress urinary incon-
tinence in women.

SUMMARY

[0014] The present invention relates to a combination
for treating urinary incontinence as claimed hereafter.
Preferred embodiments of the invention are set forth in
the dependent claims.
[0015] The present patent application describes pelvic
implants, insertion tools, guides for treating pelvic con-
ditions such as incontinence (various forms such as fecal
incontinence, stress urinary incontinence, urge inconti-
nence, mixed incontinence, etc.), vaginal prolapse (in-
cluding various forms such as enterocele, cystocele, rec-
tocele, vault prolapse, etc.), and conditions of the pelvic
floor. Embodiments of implants include a self-fixating tip,
e.g., at a distal end of one or more extension portions.
The self-fixating tip can be placed at and secured within
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internal tissue of the pelvic region to support an extension
portion of the implant, and pelvic tissue that is supported
by the implant. As an example, a self-fixating tip can be
placed at tissue of the obturator foramen (this phrase
referring to tissue that lies within or spans the obturator
foramen, for example the obturator intemus muscle, the
obturator membrane, or the obturator extemus muscle).
Other tissue of the pelvic region can also be locations
useful for implanting a self-fixating tip. According to spe-
cific embodiments of implants, a self-fixating tips can be
designed to engage a distal end of an insertion tool to
allow the insertion tool to place the self-fixating tip at a
desired tissue location by pushing.
[0016] An implant can be implanted at the pelvic region
by use of an insertion tool. Embodiments of insertion tools
for use as described herein can include a needle tip that
includes an aperture that allows for passage of guide.
The aperture allows a user to use the guide to move the
needle tip into engagement with a self-fixating tip (which
is also engaged with the same guide), after the self-fix-
ating tip has been placed at tissue of a patient’s pelvic
region: The aperture can also preferably allow the needle
tip to engage the self-fixating tip while the needle tip is
in engagement with the guide. This allows the needle tip
to engage the self-fixating tip, located at tissue of a pa-
tient’s pelvic region, and allow the self-fixating tip to be
adjusted after initial placement at tissue of a pelvic region.
[0017] Alternately or in addition to an aperture at a nee-
dle tip, certain embodiments of needle tips for use ac-
cording to the present description can include one or
more extension guard at the distal end of the needle at
a location where the distal end meets a self-fixating tip.
An extension guard is a portion of an insertion tool that
extends laterally from a needle and is shaped to corre-
spond to a shape or form of a trailing (proximal) portion
of a self-fixating tip when the self-fixating tip is engaged
with the needle tip. The extension guard provides stream-
lining behind (proximal to) a trailing surface of a self-fix-
ating tip, such as behind a base or a lateral extension of
a self-fixating tip. The streamlining can reduce the force
required to remove a self-fixating tip from tissue or to
adjust the location of the self-fixating tip in a direction
opposite of the direction of insertion. The combined form
of a needle extension guard situated proximal to a trailing
surface of a lateral extension or other trailing surface of
a self-fixating tip includes a smooth, e.g., streamlined,
form from a proximal end to a distal end.
[0018] Methods can include a step of initially placing a
self-fixating tip at a location at tissue of the pelvic region,
followed by adjusting the placement if desired. The initial
placement may first be performed, and the placement
may be tested to determine if adjustment is necessary.
If so, the needle tip may be re-engaged with the self-
fixating tip previously placed at the tissue, e.g., by guiding
an aperture at the needle tip along a guide that extends
to a proximal side of the self-fixating tip. The guide leads
the needle tip to the self-fixating tip, and the needle can
be re-engaged with the self-fixating tip. The insertion tool

can then be used to push the self-fixating tip to a location
of deeper penetration into the tissue
[0019] In one aspect, the invention relates to an inser-
tion tool that includes a handle and a needle extending
from the handle. The needle includes a proximal end at-
tached to the handle and a distal end that includes a
needle tip. The needle tip includes an aperture that allows
guided relative movement of the needle tip along a guide.
[0020] In another aspect, the disclosure relates to a
method not claimed of preparing an assembly for surgical
treatment. The method includes: providing an insertion
tool that includes a needle that includes a needle tip hav-
ing an aperture, and an implant having a self-fixating tip;
providing a guide engaged with the self-fixating tip; en-
gaging the self-fixating tip with the needle tip in a config-
uration that allows the needle to push the self-fixating tip;
and passing the guide through the aperture in the needle
tip.
[0021] Yet another aspect of the disclosure relates to
a method of treating a pelvic condition. The method in-
cludes providing a combination, including an insertion
tool that includes a needle that includes a needle tip hav-
ing an aperture, and an implant having a self-fixating tip;
engaging the self-fixating tip with the needle tip in a con-
figuration that allows the needle to push the self-fixating
tip; inserting the needle tip and self-fixating tip through
an incision in a patient into a pelvic region; and using the
needle to insert the self-fixating tip into tissue of the pelvic
region.
[0022] Another aspect of the disclosure relates to a
method of treating a pelvic condition. The method in-
cludes providing an implant comprising a tissue support
portion, an extension portion, and a self-fixating tip at an
end of the extension portion, the self-fixating tip compris-
ing a lateral extension; and providing an insertion tool
comprising a handle and a needle extending from the
handle, the needle comprising a proximal end attached
to the handle and a distal end that includes a needle tip.
The insertion tool includes an extension guard at the dis-
tal end that, when the needle tip engages the self-fixating
tip to allow the needle to push the self-fixating tip for sur-
gical installation, the extension guard is located proximal
to the lateral extension and reduces the force required
to move the self-fixating tip in a proximal direction through
muscle tissue. The method further includes: engaging
the self-fixating tip with the needle tip in a configuration
that allows the needle to push the self-fixating tip, insert-
ing the needle tip and self-fixating tip through an incision
in a patient into a pelvic region, using the needle to insert
the self-fixating tip into tissue of the pelvic region and
without removing the needle from the self-fixating tip, us-
ing the needle to increase or decrease the amount of
penetration of the self-fixating tip into the pelvic tissue.
[0023] According to yet another aspect of the invention,
the disclosure relates to a method of treating a pelvic
condition by providing a combination including a sling
and an insertion tool. The insertion tool includes a needle
tip that has an aperture for engaging a guide. The sling
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is a urethral sling that includes two self-fixating tips each
including: a base having a proximal base end and a distal
base end, the proximal base end being connected to one
of the extension portions; and two fixed lateral extensions
extending from the base. The method includes: creating
a single medial incision in a male or female anatomy;
dissecting toward tissue to be supported; contacting a
tissue support portion of the implant with tissue to be
supported; implanting a self-fixating tip at an obturator
foramen on one side of the patient by using the needle
to cause the self-fixating tip to penetrate tissue of the
obturator foramen; and implanting a second self-fixating
tip at an obturator foramen on an opposing side of the
patient by using the needle to cause the self-fixating tip
to penetrate tissue of the obturator foramen. Further ac-
cording to the method, the first self-fixating tip, the second
self-fixating tip, or both, is implanted by: providing a
guide; passing the guide through an aperture of the self-
fixating tip; using the needle to cause the self-fixating tip
to penetrate tissue of the pelvic region and removing the
needle from the self-fixating tip; leaving an end of the
guide external to the incision; passing the guide through
the aperture in the needle tip; and guiding the aperture
along the guide and engaging the needle tip with the self-
fixating tip previously inserted in the tissue.
[0024] In another aspect, the invention relates to a
combination that includes a pelvic implant and insertion
tool. The implant includes a support portion, an extension
portion, and a self-fixating tip connected to the extension
portion. The self-fixating tip includes a base that has a
proximal base end and a distal base end, the proximal
base end being connected to the extension portion; and
a lateral extension extending from the base. The insertion
tool includes a handle and a needle extending from the
handle. The needle includes: a proximal end attached to
the handle and a distal end that includes a needle tip
configured to engage the self-fixating tip. The insertion
tool includes an extension guard that, when the needle
tip engages the self-fixating tip to allow the needle to
push the self-fixating tip for surgical installation, the ex-
tension guard is located proximal to the lateral extension
and reduces the force required to move the self-fixating
tip in a proximal direction through muscle tissue.

BRIEF DESCRIPTION OF DRAWINGS

[0025]

Figure 1 illustrates as side view of an embodiment
of a self-fixating tip.
Figure 2 illustrates an end view of an embodiment
of a self-fixating tip.
Figures 3A, 3B, 3C, 3D, and 3E illustrate side views
of various embodiments of needle tips.
Figure 3F illustrates an embodiment of an insertion
tool.
Figures 4A and 4B illustrate a side view and a per-
spective view of an embodiment of needle tip.

Figure 4C illustrates an end view of an embodiment
of a needle tip.
Figures 4D and 4E illustrate a side view and a tip
view, respectively, of a needle tip engaged with a
self-fixating tip.
Figures 5A and 5B illustrate a side view and a bottom
view, respectively, of a combination of an implant
that includes a self-fixating tip, engaged with a nee-
dle tip, each also engaged with a guide.
Figure 6 illustrates an embodiment of a needle tip
engaged with a self-fixating tip.
Figure 7 illustrates an embodiment of a needle tip
engaged with a self-fixating tip.
Figures 8A and 8B illustrate two different configura-
tions of an embodiment of a needle tip engaged with
a self-fixating tip, the needle tip and self-fixating tip
also being engaged with a guide.
Figure 9 illustrates an embodiment of a needle tip
engaged with a guide, the guide also being engaged
with a self-fixating tip of an implant.
Figure 10 illustrates an embodiment of a needle tip
engaged with a guide, the guide also being engaged
with a self-fixating tip of an implant.

[0026] All figures are schematic and not necessarily to
scale.

DETAILED DESCRIPTION

[0027] The invention relates to surgical instruments,
assemblies, combinations (e.g., of implants and tools),
and implantable articles for treating pelvic floor disorders
such as prolapse (e.g., vaginal prolapse), incontinence
(urinary and fecal incontinence), conditions of the pelvic
floor such as the perineal body, conditions of levator mus-
cle (such as a component of levator muscle), conditions
of the levator hiatus, and combinations of two or more of
these. According to various embodiments, a surgical im-
plant can be used to treat a pelvic condition, wherein the
method includes placing an implant in a manner to sup-
port tissue of the pelvic region in a male or female. Meth-
ods involve the use of an implant and insertion tool, the
implant including at least one self-fixating tip that be-
comes implanted into tissue of the pelvic region.
[0028] Certain embodiments of implants and tools can
be designed and used according to the current descrip-
tion in a manner that allows for placement and adjustment
of a self-fixating tip. The adjusting methods may be by
using an insertion tool to insert the self-fixating tip to place
the self-fixating tip at an initial position, checking the po-
sition of the self-fixating tip or implant to identify whether
adjustment is necessary or desired, and then using the
insertion tool again to move the self-fixating tip to a deep-
er position within tissue, or, alternately, to move the self-
fixating tip to a position of less tissue penetration relative
to a position of initial placement.
[0029] Certain embodiments of a tool and self-fixating
tip can be designed for use in conjunction with a guide
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that facilitates re-engaging the needle tip and self-fixating
tip previously implanted at tissue. The insertion tool in-
cludes a needle, and the needle includes an aperture at
the needle tip that is capable of engaging the guide. The
guide can be used in conjunction with the aperture to
allow a user to lead the needle tip to the self-fixating tip
of the implant, and engage (or re-engage) the self-fixating
tip, after the self-fixating tip has been initially placed in
tissue of the pelvic region. Upon engagement (or re-en-
gagement), the position of the self-fixating tip can be ad-
justed as desired, by further insertion into the tissue.
[0030] According to embodiments of the invention that
involve a guide and a needle tip having an aperture, the
tool may be dis-engaged from the self-fixating tip, and
the position of the self-fixating tip or implant can then be
checked to identify whether adjustment is necessary or
desired. If adjustment is necessary or desired, the guide
can be used to re-engage the needle tip with the self-
fixating tip implanted at pelvic tissue. Upon the needle
tip being re-engaged with the self-fixating tip, the needle
may be used to cause the self-fixating tip to be pushed
to a deeper position within tissue.
[0031] Additionally or alternately to a guide and needle
tip aperture, in certain embodiments of methods and
tools, to allow for adjustment of the position of a self-
fixating tip, the self-fixating tip can include a lateral ex-
tension and the tool can be designed to include an ex-
tension guard. The extension guard becomes positioned
proximal to the lateral extension to reduce the amount of
force required to move the self-fixating tip in a direction
opposite of the direction of insertion.
[0032] According to such embodiments, the engage-
ment of the tool and the self-fixating tip may be not dis-
turbed (i.e., the tool can remain engaged with the self-
fixating tip implanted at pelvic tissue) while the position
of the self-fixating tip or implant is checked to identify
whether adjustment is necessary or desired. If adjust-
ment is necessary or desired, the insertion tool can be
used to move the self-fixating tip to a deeper position
within tissue, or, alternately, to a position of less tissue
penetration. In these embodiments, a guide may not be
required to assist in re-engaging the needle tip with the
self-fixating that has been implanted in the pelvic tissue.
[0033] An implant can include a tissue support portion
(or "support portion") that can be used to support pelvic
tissue such as the bladder or urethra (which includes any
location of the bladder, urethra, bladder neck, mid-ure-
thra, or proximal end of the urethra), vaginal tissue, tissue
of the perineum, coccygeus, levator ani, levator hiatus,
rectum, etc., as discussed herein. During use, the tissue
support portion is typically placed in contact with and op-
tionally attached to tissue to be supported, such as with
a suture, biological adhesive, mechanical attachment, or
any other mode of attachment. An implant can addition-
ally include one or more extension portion (otherwise
known as "end" portions or "arms") attached to the tissue
support portion. Examples of pelvic implants are de-
scribed in the following exemplary documents: United

States patent number 7,070,556; United States patent
publication numbers 2005/0245787; 2006/0195011;
2006/0195010; 2006/0235262; 2006/0287571;
2006/0195007; 2006/0260618; 2006/0122457;
2005/0250977; and International patent publication
number WO 2007/016083 A1, having an International
Filing Date of July 25, 2006; International patent publi-
cation number WO 2008/013867 A1, having an Interna-
tional Filing Date of July 25, 2007; International patent
publication number WO 2007/149348 A2, having an In-
ternational Filing Date of June 15, 2007; and International
patent publication WO 2007/097994.
[0034] An implant may include portions or sections that
are synthetic or of biological material (e.g., porcine, ca-
daveric, etc.). Extension portions may be, e.g., a synthet-
ic mesh such as a polypropylene mesh. The tissue sup-
port portion may be synthetic (e.g., a polypropylene
mesh) or biologic. Examples of implant products that may
be similar to those useful according to the present de-
scription, include those sold commercially by American
Medical Systems, Inc., of Minnetonka MN, under the
trade names Apogee® and Perigee® for use in treating
pelvic prolapse (including vaginal vault prolapse,
cystocele, enterocele, etc.), and Sparc®, Bioarc®, and
Monarc® for treating urinary incontinence.
[0035] Exemplary implants can include a tissue sup-
port portion for placing in contact with tissue to be sup-
ported and one or more "extension" portion, the tissue
support portion being useful to support a specific type of
pelvic tissue such as the urethra, bladder (including the
bladder neck), vaginal tissue (anterior, posterior, apical,
etc.), perineum, rectum, levator ani, coccygeus, tissue
of the pelvic floor, or other tissue of the pelvic region. The
tissue support portion can be sized and shaped to contact
the desired tissue when installed, e.g., as a "sling" or
"hammock," to contact and support pelvic tissue. A tissue
support portion that is located between two or more ex-
tension portions is sometimes referred to herein as a
"central support portion" or a "support portion."
[0036] Extension portions are elongate pieces of ma-
terial that extend from the tissue support portion and ei-
ther are or can be connected to the tissue support portion,
and are useful to attach to an anatomical feature of the
pelvic region (e.g., using a self-fixating tip) to thereby
provide support for the tissue support portion and the
supported tissue. One or multiple (e.g., one, two, or four)
extension portions can extend from the tissue support
portion as elongate "ends," "arms," or "extensions," use-
ful to attach to tissue in the pelvic region.
[0037] An example of a particular type of pelvic implant
is the type that includes supportive portions including or
consisting of a central support portion and either two,
four, or six elongate extension portions extending from
the central support portion. An implant that has exactly
two extension portions can be of the type useful for treat-
ing, e.g., urinary incontinence, anterior vaginal prolapse,
or posterior vaginal prolapse. An implant having four or
six extension portions can be useful for treating combi-
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nations of these conditions. The term "supportive por-
tions" refers to extension portions and tissue support por-
tions and does not include optional or appurtenant fea-
tures of an implant or implant system such as a sheath,
self-fixating tip or other type of connector for attaching
the implant to an insertion tool, guide, etc.
[0038] Examples of implants for treating incontinence,
e.g., urethral slings, can include a central support portion
and two extension portions, and may take the form of an
integral mesh strip. An exemplary urethral sling can be
an integral mesh strip with supportive portions consisting
of or consisting essentially of a central support portion
and two extension portions. Examples of urethral slings
for treating male urinary incontinence can have a wid-
ened central support portion, as discussed, for example,
in Assignee’s copending United States patent publication
numbers 2006/0287571 and 2006/0235262. Other ex-
emplary urethral sling implants are described in Assign-
ee’s United States patent number 7,070,556; United
States publication numbers 2006/0195010 and
2006/0195007; and International publication number WO
2007/097994; among others.
[0039] Examples of implants for treating vaginal pro-
lapse can comprise a central support portion and from
two to four to six extension portions, and may take the
form of an integral piece of mesh or multiple pieces of
mesh attached in a modular fashion. See, e.g., Assign-
ee’s copending United States patent publication num-
bers 2006/0260618; 2005/0245787; 2006/0122457;
2005/0250977; and International patent publication
number WO 2007/016083 A1; among others.
[0040] Examples of implants for treating conditions of
the pelvic floor, such as to support tissue of the perineal
body, to treat levator avulsion, to treat levator ballooning,
to support or repair levator ani muscle, to tighten or re-
duce the size of levator hiatus, to treat vaginal prolapse,
or to treat fecal incontinence, may take the form of an
integral piece of mesh or multiple pieces of mesh at-
tached in a modular fashion. See, e.g., International pat-
ent publication number WO 2008/013867 A1, filed July
25, 2007, by Kimberly Anderson, entitled SURGICAL AR-
TICLES AND METHODS FOR TREATING PELVIC
CONDITIONS.
[0041] Dimensions of an implant can be as desired and
useful for any particular installation procedure, treatment,
patient anatomy, and to support or repair a specific tissue
or type of tissue. Exemplary dimensions can be sufficient
to allow the tissue support portion to contact tissue to be
repaired or supported, and to allow extension portions to
extend from the tissue support portion to a desired ana-
tomical location to allow the extension portion be secured
to anatomy of the pelvic region, to support the tissue sup-
port portion.
[0042] Dimensions of extension portions according to
the invention can allow an extension portion to reach be-
tween a tissue support portion placed to support pelvic
tissue (at an end of the extension portion connected to
the tissue support portion) and a location at which the

distal end of the extension portion attaches to pelvic tis-
sue. A distal end of an extension portion can include a
self-fixating tip that can be attached directly to pelvic tis-
sue such as pelvic muscle, ligament, or tendon. The
length of the extension portion, therefore, can be in a
range that allows placement of a tissue support portion
as desired to support pelvic tissue, while the self-fixating
tip is placed in pelvic tissue.
[0043] A length of an extension portion can optionally
be fixed (i.e., the extension portion does not include any
form of length-adjusting mechanism), as can a length of
an implant spanning from opposite self-fixating tips and
including extension portions and a length or segment of
tissue support portion. Alternate implants may include
adjustment or tensioning mechanisms that allow a phy-
sician to alter the length of an extension portion before,
during, or after implantation. See, e.g., International pub-
lication number WO 2007/149348 A2, filed June 15,
2007, by Dockendorf et al., titled SURGICAL IMPLANTS,
TOOLS, AND METHODS FOR TREATING PELVIC
CONDITIONS.
[0044] Alternately, adjustment and tensioning mecha-
nisms can also be excluded from embodiments of im-
plants of the invention by selecting the length of extension
portions and tissue support portions, and by adjusting for
tensioning or positioning of extension portions and tissue
support portions based on placement of the self-fixating
tip within the pelvic tissue, selected placement including
selection of the point of insertion of a self-fixating tip and
depth of insertion of the self-fixating tip, and by use of
adjustment steps described herein that include options
of initial placement of a self-fixating tip followed by ad-
justment to place the self-fixating tip either deeper or less
deep into tissue relative to the initial placement position.
[0045] An extension portion of an implant can include
a self-fixating tip at an end of the extension portion that
is distal from a tissue support portion. The self-fixating
tip in general can be a structure connected to a distal end
of an extension portion and that can be implanted into
tissue in a manner that will maintain the position of the
self-fixating tip and the attached implant. Optionally, a
self-fixating tip can also be designed to engage a distal
end of an insertion tool so the insertion tool can be used
to push the self-fixating tip into tissue for implantation,
then optionally adjust the placement. The self-fixating tip
may engage the insertion tool at an internal channel of
the self-fixating tip, at an external location such as at the
base, or at a lateral extension, as desired.
[0046] A self-fixating tip can be made out of any useful
material, generally including materials that can be mold-
ed or formed to a desired structure and connected to or
attached to an end of an extension portion of an implant.
Useful materials can include plastics such as polyethyl-
ene, polypropylene, and other thermoplastic or thermo-
formable materials, as well as metals, ceramics, and oth-
er types of biocompatible and optionally bioabsorbable
or bioresorbable materials. Exemplary bioabsorbable
materials include, e.g., polyglycolic acid (PGA), polylac-
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tide (PLA), copolymers of PGA and PLA, and the like.
[0047] A self-fixating tip also, preferably, includes one
or more lateral extension that can increase the force re-
quired to remove the self-fixating tip from tissue after in-
sertion into the tissue, i.e. the "pullout force." At the same
time, a lateral extension can be designed to exhibit a
reduced or relatively low "insertion force," which is the
amount of force used to insert the self-fixating tip into
tissue. Embodiments of self-fixating tips can be designed
to be essentially permanently placed upon insertion into
tissue, except that according to methods described here-
in, a self-fixating tip can be initially placed then adjusted
as described.
[0048] Factors that can be balanced in designing a self-
fixating tip as described include insertion force and pull-
out force, the insertion force being preferably reduced or
minimized while a pullout force allows removal of the self-
fixating tip only when desired by a surgeon during an
implantation procedure. Concurrently, the self-fixating tip
design can attempt to minimize the amount of potential
trauma caused to tissue by inserting or, when necessary,
removing, a self-fixating tip. A desired combination of
these factors can be achieved by selecting size, shape,
and other structural features of the self-fixating tip and
the elements of the self-fixating tip such as a base and
lateral extensions.
[0049] Another factor that can balance the above per-
formance properties of a self-fixating tip can be the
number of lateral extensions. A self-fixating tip can have
from one to any desired number of lateral extensions,
but it has been found that a self-fixating tip can function
well with a small number of fixed lateral extensions such
as two, three, or four lateral extensions. To provide de-
sired dimensions of a self-fixating tip, such as reduced
overall length, embodiments of self-fixating tips can in-
clude two or more lateral extensions located at the same
position along the longitudinal dimension (length) of the
base between a proximal base end and a distal base
end. A self-fixating tip that includes exactly two lateral
extensions, for example, can include two self-fixating tips
that are located opposite of each other along a length of
a base, to provide desired insertion and pullout forces,
especially by implanting the two lateral extensions to be
oriented in fibrous tissue with the direction of the lateral
extensions being not parallel to the tissue fibers, for ex-
ample being perpendicular to the fibers (or "across the
grain"). Also, a relatively low number of lateral exten-
sions, such as two, can desirably reduce the amount of
trauma when, as may become necessary at the discre-
tion of a surgeon during implantation, a self-fixating tip
must be adjusted or withdrawn from tissue after place-
ment.
[0050] Other feature of a self-fixating tip for use ac-
cording to the present description can be sizes of a base,
lateral extension, or both, to allow the self-fixating tip to
be inserted into tissue at a selected depth. As an exam-
ple, a lateral extension that will be placed into muscle
tissue can have a length dimension (measured along a

longitudinal axis of the base) that allows the self-fixating
tip to be inserted into the tissue at any selected depth
along the thickness of the tissue. This can mean that the
length dimension of the lateral extension is shorter than
the total depth of tissue (e.g., muscle or other tissue) into
which the self-fixating tip will be placed.
[0051] A base of a self-fixating tip can be of any desired
size, shape, and dimension (e.g., length, diameter,
width). A diameter of a cylindrical base can be any useful
size, for example from about 2 to about 5 millimeters.
The diameter may be uniform along the length of the
base, between a base proximal end and a base distal
end, or a diameter may be non-uniform. For example, a
diameter of a base may be greater at a proximal end and
taper to a reduced diameter at a distal end, to optionally
reduce insertion force or increase pullout force. The di-
ameter or diameter profile of a base may preferably be
relatively small, e.g., minimized, to reduce trauma to tis-
sue when implanted or removed. The diameter can also
be sufficient to allow placement of a desired number of
lateral extensions around the perimeter of the base.
[0052] Exemplary self-fixating tips described herein in-
clude a cylindrical base or tapered cylindrical base, with
a hollow or solid interior. Other shapes for a base may
also be useful, such as blocks having square or rectan-
gular forms when viewed in cross section along a longi-
tudinal axis extending from a proximal base end to a distal
base end. For those types of self-fixating tips, dimensions
of a square or rectangular cross section can be of a range
similar to the described range of diameters of a cylindrical
base, such as from about 2 to about 5 millimeters in either
dimension when viewed in cross section.
[0053] As examples of specific ranges of lengths of
exemplary self-fixating tips, lengths (measured from the
proximal base end to the distal base end along a longi-
tudinal axis of the self-fixating tip) in the range from 0.4
to 1.0 centimeter, e.g., from 0.4 to 0.8 centimeters, or
from 0.4 to 0.7 centimeters, have been found to be useful.
These ranges are specifically useful for self-fixating tips
that can be inserted into tissue of the obturator internus,
because the relatively short length can allow the self-
fixating tip to be inserted into the muscle tissue a desired
depth, i.e., over a range of depths, optionally without pen-
etrating the obturator membrane. More generally, the
self-fixating tip can be of a length dimension that is less
than the thickness of muscle or other pelvic tissue into
which the self-fixating tip is to be inserted, so the self-
fixating tip can be inserted a desired distance into the
tissue.
[0054] According to exemplary embodiments, a self-
fixating tip can have structure that includes a base having
a proximal base end and a distal base end. The proximal
base end can be connected (directly or indirectly, such
as by a connective suture) to a distal end of an extension
portion of an implant. The base extends from the proximal
base end to the distal base end and can optionally include
an internal channel extending from the proximal base
end at least partially along a length of the base toward
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the distal base end. The optional internal channel can be
designed to interact with (i.e., engage) a distal end of an
insertion tool (e.g., a needle tip) to allow the insertion tool
to be used to place the self-fixating tip at a location within
pelvic tissue of the patient. Optionally, the channel can
be an aperture that extends through the entire length of
the base to allow a guide to be loosely engage by the
self-fixating tip.
[0055] Alternate embodiments of self-fixating tips do
not require and can exclude an internal channel for en-
gaging an insertion tool. These alternate embodiments
may be solid, with no internal channel, and may engage
an insertion tool, if desired, by any alternate form of en-
gagement, such as by use of an insertion tool that con-
tacts the self-fixating tip at an external location, for ex-
ample by grasping or otherwise contacting the base (on
a side or at the face of the proximal base end) or by
grasping or otherwise contacting a lateral extension.
[0056] Exemplary lateral extensions can be rigid or
"fixed" relative to the base so the lateral extension does
not substantially move or deflect during or after implan-
tation. For example, a fixed lateral extension can be a
lateral extension that is not substantially moveable rela-
tive to the base in a manner that certain types of known
soft tissue anchor extensions are moveable, for instance
between a non-deployed or non-extended position that
places an extension against the base to allow insertion
of the anchor into tissue with a reduced size or shape
profile, and a deployed or extended position that places
the extension away from the base to engage tissue and
prevent movement of the self-fixating tip in a direction
opposite of the direction of insertion. Alternate embodi-
ments of lateral extensions can be moveable or deflecta-
ble, if desired, such as to allow a reduced insertion force
by use of lateral extensions that deflect backward (toward
the proximal base end or against the base) when a self-
fixating tip is being pushed through tissue.
[0057] A lateral extension can have a three-dimension-
al form that results in a balance of the performance fac-
tors described herein, including insertion force, pullout
force, and reduced trauma caused to tissue during inser-
tion or in the event of a need to adjust or remove the self-
fixating tip during an implantation procedure. A lateral
extension can include a three-dimensional form referred
to as an extension body defined as the lateral extension
material between a leading edge, a trailing edge, and a
boundary at which the lateral extension connects to a
base. Away from the boundary of the lateral extension
and the base, the far lateral edge of a lateral extension
may include a point of connection of the trailing edge and
the leading edge; alternately, another segment or con-
nection may connect the leading edge with the trailing
edge away from their respective connections to the base.
[0058] The "leading edge" means the boundary of the
lateral extension on the side of the lateral extension to-
ward the base distal end, which is also the edge that
leads the lateral extension body and contacts tissue first
as the self-fixating tip is being inserted into tissue by

pushing. The "trailing edge" means the boundary of the
lateral extension on the side of the lateral extension to-
ward the base proximal end, which is also the edge that
trails behind the lateral extension body and passes
through or contacts tissue last when the self-fixating tip
is being inserted into tissue by pushing.
[0059] The lateral extension body can exhibit a thick-
ness or thickness profile as desired, such as a uniform
thickness or a varied thickness across the extended area
of the lateral extension body. For example, embodiments
of implants may include a leading edge of a low profile,
e.g., reduced thickness or even sharpened, to allow for
reduced insertion force. According to these embodi-
ments, the thickness of the lateral extension body can
reduce gradually or taper from a central portion of the
body (away from edges) in the direction of a leading edge.
A leading edge, being of a reduced thickness to reduce
insertion force, may optionally in addition exhibit a form
that extends in a direction back toward the trailing edge,
i.e., a "swept-back" leading edge, to reduce insertion
force. The shape of a leading edge may be linear or ar-
cuate, and if arcuate may be convex or concave. Option-
ally a leading edge may take an arcuate convex path that
sweeps back to meet the trailing edge at a single lateral
extension point away from the base. E.g., see the exem-
plary self-fixating tip illustrated at figure 1.
[0060] The direction and shape of a trailing edge of a
lateral extension, as the edge extends away from the
base (e.g., when viewed as in figure 1), may be linear or
arcuate, and if arcuate may be convex or concave relative
to the lateral extension body. A trailing edge can be as
desired, such as arcuate, straight, convex, flat, linear,
rounded, tapered, sharp, blunt, etc. Optionally a trailing
edge can exhibit a thickness (a thickness dimension, t,
is illustrated, e.g., at figure 2) to produce increased pullout
force.
[0061] Viewing the trailing edge along the longitudinal
axis of the base and looking at the proximal base end
(as in figure 2), a trailing edge can exhibit an area that
includes a width (W, the distance the trailing edge ex-
tends laterally away from the base) and a thickness (t,
the distance perpendicular to the width and the longitu-
dinal axis of the self-fixating tip). An exemplary width of
a trailing edge can be, e.g., in the range from 0.5 to 3
millimeters.
[0062] An exemplary thickness at a trailing edge may
be the same as a thickness at an interior or central portion
of the lateral extension (away from the leading and trailing
edges), or a thickness at a trailing edge may be a max-
imum thickness of the entire lateral extension, meaning
for example that the thickness increases from a narrow
thickness at the leading edge and widens gradually to a
maximum thickness at the trailing edge. A thickness of
a trailing edge can be, e.g., in the range from 0.2 to 2
millimeters, e.g., from 0.5 to 1.5 millimeters.
[0063] Based on the above-described exemplary thick-
ness and width dimensions, a surface area of a trailing
edge may be, e.g., from the range from 0.25 to 5 square
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millimeters, e.g., from 0.5 to 4, or from 1 to 3 square
millimeters. The surface area of the trailing edge may be
concave, convex, rounded, tapered (symmetrically or to-
ward one or the other surfaces of the lateral extension),
etc.
[0064] A lateral extension can also include a third di-
mension that can be referred to as a "length" dimension
(shown as "L" at figure 1). A length can be measured at
a location where the lateral extension meets or extends
from the base. This length dimension can become small-
er as the lateral extension extends away from the base.
An exemplary length of a lateral extension at the location
of the lateral extension meeting the base can be, e.g.,
from 0.5 to 5 millimeters, such as from 1 to 4 millimeters
or from 1.5 to 3.5 millimeters.
[0065] In the specific example of a self-fixating tip for
insertion into tissue of the obturator foramen, an exem-
plary length of a lateral extension can be a length that is
less than the total thickness of obturator foramen tissue
(i.e., the combined thickness of obturator internus mus-
cle, obturator membrane, and obturator externus mus-
cle); a length of a lateral extension intended to be inserted
into the obturator internus muscle can be a length that is
a portion of the thickness of the obturator internus mus-
cle, e.g., less than 1 centimeter, such as less than 0.5
centimeter.
[0066] As noted, a self-fixating tip can include multiple
lateral extensions at multiple locations, either at different
positions along a length of a base, at different locations
around a perimeter of a base, or both. With self-fixating
tips of reduced dimensions (to achieve functionality as
described), a self-fixating tip may preferably include all
lateral extensions originating from the same position
along a length of a base, e.g., a single set of lateral ex-
tensions can be arranged around a perimeter of a base,
each extending in a different direction but from the same
portion of length between the proximal base end and the
distal base end.
[0067] A self-fixating tip can be connected to an exten-
sion portion of an implant in any fashion, directly by any
attachment mechanism, or indirectly such as through an
attachment structure such as a suture. A connection can
be based on a mechanical structure, by adhesive, by a
connecting suture, or by an integral connection such as
by injection molding or "insert" molding (also, "overmo-
lding") as described U.S. Publication No. 2006/0260618-
A1. According to that description a thermoplastic or ther-
mosetting polymer material can be insert molded or in-
jection molded at an end of a mesh extension portion of
an implant, e.g., directly to the mesh. By this method, a
molded polymer can form a self-fixating tip at an end of
an extension portion. The self-fixating tip can be as de-
scribed herein, for example, including lateral extensions
and an internal channel.
[0068] A single example of a self-fixating tip, for pur-
poses of non-limiting illustration and explanation, is at
figure 1. Figure 1 shows self-fixating tip 10, including base
12 (for attachment to an implant extension end), proximal

base end 14, distal base end 16, internal channel 18, and
two lateral extensions 20 located on outer surfaces and
on opposite sides of base 12. Self-fixating tip 10 can be
prepared from a biocompatible material, preferably a bio-
compatible material such as a biocompatible polymer,
which may optionally be bioresorbable or bioabsorbable.
Exemplary self-fixating tip 10 as illustrated includes in-
ternal channel 18 (optional according to the invention)
which is an opening within base 12 extending from prox-
imal end 14 toward distal end 16 along at least a portion
of the total longitudinal length of base 12. Internal channel
18 is capable of receiving a distal end (e.g., needle tip)
of an elongate needle of an insertion tool to allow self-
fixating tip 10 to be pushed into position within pelvic
tissue during an implant installation procedure. Channel
18, optionally and as illustrated can be an "aperture" or
"bore" that extends entirely through base 12, from prox-
imal base end 14 to distal base 16, allowing a guide to
be threaded loosely within channel 18.
[0069] Lateral extensions 20 include leading edge 24
and trailing edge 26. Leading edge 24 originates at base
12 and extends away from base 12 along an arcuate
pathway sweeping back toward proximal base end 14,
meeting trailing edge 26 at point 28. Leading edge 24
can preferably include a reduced thickness or a sharp or
sharpened edge. Trailing edge 26 is shown to be rela-
tively straight but could alternately be arcuate, concave,
or convex (from the direction viewed in figure 1). Trailing
edge 26 has a flat surface area (not visible at figure 1),
but could also be arcuate, concave, or convex. Trailing
edge 26 is shown to sweep slightly back in a proximal
direction, although it could alternately extend straight
away from (i.e. perpendicular to) base 12 or extend away
from base 12 in a direction that includes a forward com-
ponent, i.e., a directional component in the direction of
distal base end 16.
[0070] Referring now to figure 2, self-fixating tip 10 is
viewed in a direction looking at proximal base end (sur-
face) 14 along a longitudinal axis of base 12. In this view,
surface areas of lateral extensions 20 are shown as flat
surfaces of approximately the area of thickness (t) by
width (W). Not shown in figure 2 is an optional feature of
a surface area within self-fixating tip 10 that fixes the
rotational position of the self-fixating tip relative to a lon-
gitudinal axis of a needle tip of an insertion tool, such as
a flat surface, a key, etc. A surface to fix the rotational
position of the self-fixating tip relative to a longitudinal
axis of the needle tip can be particularly useful in embod-
iments of the invention that include a needle having ex-
tension guards.
[0071] Embodiments of self-fixating tips may engage
a guide. A "guide" refers to an elongate element that can
also engage an aperture of a needle tip. A guide may be
a thread, suture, plastic or metal wire, or the like, that
includes at least one end that can be loose to extend
from a self-fixating implanted in pelvic tissue to a location
external to a patient’s body, during a procedure for in-
stalling the self-fixating tip, and that optionally includes
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two loose ends that can both at the same time extend
from a self-fixating tip to a location external to a patient’s
body during a procedure for installing the self-fixating tip.
The guide may be of any useful dimensions. An exem-
plary length may be from 10 to 60 centimeters, e.g., from
20 to 50 centimeters. An exemplary diameter may be
from 0.1 to 2 millimeter, e.g., from 0.2 to 1 millimeter. A
single example of a guide can be 2-0 suture material.
[0072] A self-fixating tip being "engaged with" a guide
refers to an association between a self-fixating tip and a
guide, during use, wherein the guide engages the self-
fixating tip in a fixed manner such as a permanent at-
tachment, or a loose manner such as a manner by which
the guide can support the self-fixating tip as the self-fix-
ating tip is moveable along a length of the guide. As one
example, a self-fixating tip engaged with a guide refers
to a self-fixating tip that is securely attached to a guide
in a fixed manner such as by being tied to the self-fixating
tip, embedded within the self-fixating tip (e.g., by molding
the self-fixating tip around a guide), or adhered by any
type of mechanical fastener or adhesive (see, for exam-
ple, figures 6 and 8). A self-fixating tip engaged with a
guide also refers to a self-fixating tip that is loosely en-
gaged through an aperture of a self-fixating tip (see, for
example, figure 5A, 5B, and 7). A self-fixating tip engaged
with a guide, still further, refers to a self-fixating tip that
loosely engages a guide such as through an aperture,
and that can become more securely fixed relative to the
self-fixating tip at least on one direction; for example a
guide may be contained by an aperture of a self-fixating
tip and may include a structure such as a knot or other
structure that is larger in diameter compared to a diam-
eter of the aperture so that the structure (e.g., knot) is
capable of contacting the self-fixating tip to become fixed
at a location of the self-fixating tip in a manner that allows
the guide to encounter resistance within the self-fixating
tip. The knot or other structure can become lodged at the
aperture to allow the guide to place force on the self-
fixating tip and to pull the self-fixating tip (see, for exam-
ple, figure 9).
[0073] An insertion tool can be used to install the im-
plant. Various types of insertion tools are known and
these types of tools and modified versions of these tools
can be used according to the present description, to in-
stall an implant as described. Examples of useful tools
include those types of tools that generally includes a thin
elongate needle that attaches to a handle; a handle at-
tached to one end (a proximal end) of the needle; and a
distal end of the needle adapted to engage a self-fixating
tip in a manner that allows the needle to push the self-
fixating through a tissue path and insert the self-fixating
tip into tissue of the pelvic region. This class of tool can
be used with a self-fixating tip that includes an internal
channel designed to be engaged by a distal end of an
insertion tool. Other general types of insertion tools will
also be useful by engaging a self-fixating tip in a manner
that does not involve an internal channel of a self-fixating
tip. These alternate insertion tools may for example con-

tact or grasp a proximal base end of a self-fixating tip in
the absence of an internal channel, such as by grasping
an external surface of the base. An alternate insertion
tool may contact or grasp a side of the base, a lateral
extension, or any other portion of the self-fixating tip or
base, in a way that allows the insertion tool to engage
the self-fixating tip and insert the self-fixating tip at a de-
sired location within tissue of the pelvic region.
[0074] Exemplary insertion tools for treatment of pelvic
conditions are described, e.g., in United States patent
number 7,070,556; United States patent publication
numbers 2005/0245787, 2006/0235262, 2006/0260618,
and 2005/0250977; and International patent publication
numbers WO 2007/016083 A1 and WO 2008/013867 A1,
among others. The tools of the above-referenced patent
documents may be curved in two or three dimensions
and may include, for example, a curved portion for placing
an extension portion of an implant through a tissue path
that passes from a region of the urethra to tissue of an
obturator foramen, or another pelvic tissue location.
[0075] Exemplary insertion tools for use according to
the invention can be similar to or can include features of
tools described in the above-referenced patent docu-
ments. For use according to methods described herein,
those insertion tools may be modified to allow the inser-
tion tool to be used to place a self-fixating tip at tissue
within the pelvic region by methods described herein,
including initial placement of a self-fixating tip followed
by optional adjustment of the self-fixating tip. The inser-
tion tool can be designed, shaped, and sized, to include
an elongate inserter or "needle" that may be straight or
that may be curved in two or three dimensions, that can
be inserted through an incision that provides access to
the pelvic region. The incision may be, for example, a
vaginal incision (for female anatomy), a perineal incision
(for male anatomy), or an incision in the rectal or buttock
region, inner thigh or groin, pubic region, etc.
[0076] Some previous insertion tools are designed to
reach through a vaginal or perineal incision, through an
internal tissue path, and to then extend through a second
external incision, e.g., at the inner groin, thigh, abdominal
area, or perirectal region. Alternate insertion tools also
useful with embodiments of the presently-described
methods can be sized and shaped to place a self-fixating
tip at an internal location of the pelvic region without the
need to be sufficiently long to extend from a vaginal or
perirectal incision to another (e.g., external) incision. The
length can be only sufficient to reach from a vaginal or
perirectal incision to an obturator foramen, for example,
or to any other location within the pelvic region at which
a self-fixating tip is desirably placed. The length may be
sufficient, for example, to reach from a vaginal or per-
irectal incision to a different muscle or tissue, such as a
levator ani, coccygeous muscle, iliococcygeous muscle,
arcus tendineus, sacrospinous ligament, etc., to place a
self-fixating tip at one of those tissues.
[0077] In general, a tool according to the present dis-
cussion can include a handle, needle (including a shaft),
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needle tip, and needle tip end. The handle is at the portion
of the tool that will be referred to as a proximal end, and
the needle tip is at a distal end. A proximal end of the
needle connects to a distal end of the handle. The "needle
tip" refers to a length of a needle that is at the far distal
end, including a needle tip end, which is the most distal
location of the needle. The needle tip includes a portion
of the needle that (if included) is designed to engage a
self-fixating tip, and also may be considered to include a
small amount of length (e.g., 1 centimeter or 2 centime-
ters) of the needle shaft adjacent to the surfaces de-
signed to engage a self-fixating tip.
[0078] Some embodiments of tools for use as de-
scribed herein can include a needle tip that includes an
aperture that allows the needle tip to engage a guide.
Generally, an "aperture" is a feature at a needle tip that
can engage a guide to allow the needle to move in a
guided fashion along a length of the guide. This, for ex-
ample, allows a user to use the guide to move the needle
tip into engagement with a self-fixating tip (which is also
engaged with the same guide), after the self-fixating tip
has been placed at tissue of a pelvic region. Also, pref-
erably, the aperture is designed to allow the needle tip
to engage the self-fixating tip while the needle tip is en-
gaged with the guide. This allows the needle tip to engage
the self-fixating tip, located at tissue of a patient’s pelvic
region, and allow the self-fixating tip to be adjusted after
initial placement at tissue of a pelvic region.
[0079] An aperture at a needle tip can include a circular
or cylindrical bore, or a functional equivalent, that can
be, e.g., along a longitudinal axis of the needle tip, parallel
to a longitudinal axis of the needle tip, diagonal relative
to a longitudinal axis of the needle tip but through the
axis, diagonal relative to a longitudinal axis of the needle
tip and also either through or not through the axis, etc. A
bore may be cylindrical, but may also be square, rectan-
gular, or any other geometry. An aperture may be sub-
stantially linear or curved along a length extending along
a length of the needle tip or needle shaft. An embodiment
of a bore portion of an aperture may extend from a needle
tip end or any other surface of a needle tip, in a direction
along the needle toward the proximal end of the needle.
An aperture can include a bore that connects to a slot or
a channel at a surface of the needle tip, within which the
guide may be loosely contained.
[0080] An aperture may be arcuate, e.g., cylindrical, or
partially cylindrical in cross section, with a dimension that
can engage a guide, e.g., may include a diameter in the
range from 0.1 0 to 2 millimeters, preferably from 0.5 to
1.5 millimeters. A length dimension of an aperture (in-
clude a bore, channel, or both) can be, e.g., in the range
from 0.1 millimeter, to a length of a needle shaft or an
insertion tool, including a handle, (e.g., if a shaft or tool
is fully cannulated). Alternate length dimensions can be
sufficient for an aperture to extend along a portion of a
length of a needle tip.
[0081] An example of a needle tip that includes an ap-
erture is illustrated at figure 3A. As shown, needle tip 30

includes needle shaft 32, narrowed portion 34, and shoul-
der 36 that connects shaft 32 with narrowed portion 34.
Narrowed portion 34 is designed to engage a channel
that extends within a base of a self-fixating tip (not
shown). Aperture 38 is a continuous cylindrical bore that
extends from needle tip end 40, through narrowed portion
34, and through a portion of needle shaft 32, including a
curved portion that allows aperture 34 to exit at a surface
of needle shaft 32. Aperture 38 extending from needle
tip end 40 to needle shaft 32 is capable of engaging a
guide, which can be threaded through the aperture. In
use, the guide can be threaded through the aperture and
the needle tip can be led along the guide to a desired
location of anatomy of a patient; the guide can at the
same time be engaged with a self-fixating tip that has
been placed at pelvic tissue of a patient. The needle tip
can then engage the self-fixating tip previously placed
within the tissue, allowing the insertion tool to be used to
adjust the location of the self-fixating tip.
[0082] Another embodiment of a needle tip that in-
cludes an aperture is shown at figure 3B. As shown, nee-
dle tip 41 includes needle shaft 42, narrowed portion 44,
and shoulder 46 that connects shaft 42 with narrowed
portion 44. Narrowed portion 44 is designed to engage
a channel within a base of a self-fixating tip (not shown).
Aperture 48 includes a cylindrical bore, 49, that begins
at needle tip end 50 and extends generally along a lon-
gitudinal axis (or slightly diagonally to the axis) of needle
tip 50 into narrowed portion 44. Moving proximally into
narrowed portion 44, aperture 48 includes open channel
(or "slot" or "recess") 52 within which a guide can fit, such
as when needle tip 41 engages a self-fixating tip. Channel
52 extends along a surface of narrowed portion 44, along
shoulder 46, and along a distance of shaft 42. Aperture
48, extending from needle tip end 50 to needle shaft 52,
is capable of engaging a guide, which can be threaded
through bore 49 and contained by aperture 48 while nee-
dle tip 50 engages a self-fixating tip. In use, the guide
can be threaded through bore 49 and the needle tip can
be led along the guide to a desired location of anatomy
of a patient; the guide can at the same time be engaged
with the self-fixating tip previously placed at the location
of anatomy. The needle tip can then engage a self-fixat-
ing tip previously placed within tissue at that location,
while the guide is contained by aperture 48, and the in-
sertion tool can be used to adjust the location of the self-
fixating tip.
[0083] Figure 3C illustrates a rotated view of needle
tip 41 shown at figure 3B. This view again shows aperture
48, including cylindrical bore 49 that begins at needle tip
end 50 and extends generally along a longitudinal axis
of needle tip 50, into narrowed portion 44. Open channel
(or "slot" or "recess") 52 is shown directly as being defined
by a recessed surface extending along narrowed portion
44, within which a guide can fit. Channel 52 extends along
a surface of narrowed portion 44, along shoulder 46, and
along a distance of shaft 42.
[0084] Another example of a needle tip that includes
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an aperture is illustrated at figure 3D. As shown, needle
tip 60 includes needle shaft 62, tapered portion 64, and
aperture 68. Tapered portion 34 can be designed to en-
gage an opening within a base of a self-fixating tip (not
shown), or may be designed for insertion into tissue in a
manner that allows a guide to be pulled through aperture
68; with needle tip 60 placed in tissue of the pelvic region,
a loose end of the guide can be pulled to cause a self-
fixating tip to be pulled into the tissue. Aperture 68 is a
continuous cylindrical bore that extends from a surface
at tapered portion 64, in a direction that is diagonal, prox-
imally toward shaft 62, exiting at shaft 62 at or near the
proximal side of tapered portion 64.
[0085] Another example of a needle tip that includes
an aperture is illustrated at figure 3E. As shown, needle
tip 70 includes needle shaft 72, tapered portion 74, and
aperture 78. Tapered portion 74 can be designed to en-
gage an opening within a base of a self-fixating tip (not
shown), or may be designed for insertion into tissue in a
manner that allows a guide to be pulled through aperture
78; with needle tip 70 placed in tissue of the pelvic region,
a loose end of the guide can be pulled to cause a self-
fixating tip to be pulled into the tissue. Aperture 78 is a
continuous cylindrical bore that extends transversely
through tapered portion 74 of needle tip 72.
[0086] Figure 3F illustrates an insertion tool that in-
cludes a needle tip having an aperture. As illustrated,
tool 120 includes handle 122 that includes handle distal
end 124. Needle 126 includes proximal end 128 attached
to handle distal end 124. Needle distal end 130 include
needle tip 132 that includes aperture 134. Mark 136,
which may be a groove or other marking, can function to
mark a reference point at which the mark can be located
when needle tip 132 is properly located to place a self-
fixating tip at tissue of the pelvic region. For example, for
placing a urethral sling in a male or female, mark 136
may indicate the midline of a patient, e.g., below the ure-
thra, when the needle tip is placed for implanting a self-
fixating tip at tissue of the pelvic region. This allows the
surgeon or other user to avoid causing a self-fixating tip
to be penetrated too deeply in desired tissue. A mark
such as mark 136 may also be used to mark a reference
point relative to a location of an implant, e.g., by corre-
sponding to a midline or other location of an implant, to
allow a surgeon or other user to assess the distance of
the needle tip relative to that location; a mark on a inser-
tion tool needle aligned with a location of the implant, for
example, may indicate that the needle tip is engaged with
a self-fixating tip at the end of an extension portion of the
implant.
[0087] Alternately or in addition to an aperture at a nee-
dle tip as described, a needle tip of a tool for use accord-
ing to the present description can include one or more
extension guard at the distal end of the needle at a loca-
tion where the distal end meets a self-fixating tip. An ex-
tension guard is an integral or attached portion of an in-
sertion tool, located at the needle, that extends laterally
from a needle shaft and that is shaped to correspond to

a shape or form of a trailing (proximal) portion of a self-
fixating tip when the self-fixating tip is engaged with the
needle tip. An extension guard can be integral to a needle
or may be a removable piece that can be fit onto the
needle and removed as desired, such as a plastic attach-
ment in the form of a tube, clip, or other moveable or
attachable and detachable piece that fits the needle at a
position along the length of the needle so the extension
guards extend laterally.
[0088] The function of the extension guard is to provide
streamlining behind (proximal to) a trailing surface of a
self-fixating tip, such as behind a lateral extension of a
self-fixating tip; the streamlining reduces the force re-
quired to remove a self-fixating tip from tissue or to adjust
the location of the self-fixating tip in a direction opposite
of the direction of insertion. The combined form of a nee-
dle extension guard situated proximal to a trailing surface
of a lateral extension of a self-fixating tip includes a
smooth, e.g., streamlined, form from a leading edge of
the lateral extension to a proximal end (trailing edge) of
the extension guard. The smooth form can be preferably
arcuate and can exclude jagged edges or angles that
would increase friction when the self-fixating tip is moved
through tissue (e.g., pushed or pulled) while engaged
with the needle tip. The streamlined form results in re-
duced friction, and reduced force, for moving the assem-
bly of self-fixating tip and needle distal end in a direction
of insertion, and particularly, in a direction opposite of a
direction of insertion.
[0089] As an example of a needle tip that includes an
extension guard, needle tip 80 is shown at figure 4A. As
shown by this side view, needle tip 80 includes needle
shaft 82, top extension guard 84, bottom extension guard
86, pin 88, and side extension guard 94. Top extension
guard 84 includes top extension guard face 90. Bottom
extension guard 86 includes bottom extension guard face
92. Side extension guard 94 includes side extension
guard face 96. Each of extension guard faces 90, 92, and
96 can be independently sized to correspond to a size
and shape of a trailing (i.e. proximal-facing) surface of a
self-fixating tip, such a trailing surface of a lateral exten-
sion. An extension guard that "corresponds to" a trailing
surface of a self-fixating tip, refers to a profile of an ex-
tension guard -- when looking along a longitudinal axis
of the tool -- that is substantially the same as a profile of
a trailing surface of the self-fixating tip. See, e.g., figure
4C and associated text. When the needle tip engages
the self-fixating tip, the distal surfaces of the extension
guards correspond in size and shape to the trailing (prox-
imal) surfaces of the self-fixating tip.
[0090] Still referring to figure 4A, pin 88 is designed to
engage an internal channel of a self-fixating tip. While
needle tip 80 as illustrated does not include an aperture,
as described herein, an aperture as described could be
included in needle tip 80.
[0091] Figure 4B is a side profile view of needle tip 80.
Figure 4C is a front view of needle tip 80 along longitudinal
axis 99 of needle tip 80. Not illustrated at figures 4A, 4B,
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and 4C, is a feature of a needle tip 80, a surface that
corresponds to a surface of a self-fixating tip, to cause
the needle tip to engage the self-fixating tip at a rotational
position so that side extension guards 94 and 95 are ori-
ented proximal to extension portions of the self-fixating
tip. Control of the rotational position of the self-fixating
tip, when engaging the needle tip, can be particularly
useful in embodiments of the invention that include a nee-
dle having extension guards, so the needle guards are
aligned with the extension portions.
[0092] Figures 4D and 4E illustrate needle tip 80 en-
gaged with self-fixating tip 100. Self-fixating tip 100 in-
cludes base 10 1, which includes internal channel 108
that is sized and shaped to engage pin 88. Lateral ex-
tensions 102 and 103 extend from base 101. Trailing
surfaces (i.e., "trailing faces") of self-fixating tip 100 are
sized and shaped to correspond to distal surfaces of ex-
tension guards at needle tip 80. As illustrated, trailing
face 104’ of lateral extension 102 corresponds with side
extension guard face 96. Similarly, trailing face 105 of
base 101 corresponds in size and shape with bottom
extension guard face 92, and trailing face 106 of base
101 corresponds in size and shape with top extension
guard face 90. As additionally shown at figure 4E, trailing
face 107 of lateral extension 103 corresponds with side
extension guard face 97 of extension guard 95. Prefer-
ably, channel 108 can include a surface that corresponds
to a surface of pin 88 that together cause selective rota-
tional engagement between pin 88 and self-fixating tip
100, to allow engagement only with alignment of distal
surfaces 96 and 97 of side extension guards 94 and 95
of the insertion tool, with trailing surfaces 104’ and 107
of lateral extensions 102 and 103 of the needle tip, re-
spectively.
[0093] Figures 4A, 4B, 4C, etc., show extension guards
as integral elements of a needle. An extension guard can
be integral to a needle as illustrated, but optionally can
be removable, such as in the form of a tube that fits over
a length of the needle on a proximal side of the needle
tip, with side extension guards extending laterally in a
position where the side extension guards will be proximal
to lateral extension of the self-fixating tip during use.
[0094] Generally, tools and implants as described are
useful for treating conditions of the pelvic region, such
as any one or more of incontinence (various forms such
as fecal incontinence, stress urinary incontinence, urge
incontinence, mixed incontinence, etc.), vaginal prolapse
(including various forms such as enterocele, cystocele,
rectocele, apical or vault prolapse, uterine descent, etc.),
conditions of the perineal body, conditions of the pelvic
floor including the coccygeous and levator muscle (such
as by treating a component of levator muscle, iliococcy-
geous, coccygeous, levator ani, pubococcygeous), con-
ditions of the levator hiatus, and combinations of two or
more of these, and other pelvic conditions caused by
muscle and ligament weakness.
[0095] By any method, not claimed, an embodiment of
an insertion tool can be used, as described, wherein the

insertion tool can include a needle tip having an aperture
capable of engaging a guide, an extension guard, or both.
The extension guard can be removable, and a single in-
sertion tool that includes an aperture and a removable
extension guard can be used with or without the exten-
sion guard within a single surgical implantation proce-
dure.
[0096] Certain embodiments of methods, not claimed,
as described can include a step of engaging a self-fixating
tip (of an implant) with a needle tip of an insertion tool,
wherein the needle tip includes an aperture that is capa-
ble of engaging a guide, and the self-fixating tip also en-
gages the guide. The insertion tool is used to initially
place the self-fixating tip at a desired tissue location in
the pelvic region. When placing the self-fixating tip, the
guide includes one end or portion of a total length that is
engaged with the self-fixating tip, and at least one portion
(e.g., a proximal portion) that includes an end that re-
mains accessible and outside of the surgical site, option-
ally two portions each including an end. The accessible
(loose) portion, end, portions, or ends, can remain exter-
nal to the incision.
[0097] According to these embodiments, after initial
placement of a self-fixating tip at tissue of the pelvic re-
gion, placement of the self-fixating tip can be assessed
to see if adjustment is desired, e.g., by checking tension
of the extension portion visually, by feel (e.g., by appli-
cation of pressure), or by checking patient comfort, con-
tinence, etc. If adjustment is desired, using a tool having
a needle tip with an aperture, an end of the guide can be
threaded through the aperture and the guide can be used
to lead the needle tip to the self-fixating tip that has been
initially placed in tissue. The tool can be used to push
the self-fixating tip deeper into the tissue. The position
can be checked again, and further adjustment can per-
formed if desired. Such adjustment can be performed
during the procedure, or afterward, e.g., hours or days
later. The guide, may remain engaged with the self-fix-
ating tip until final adjustment is performed, then option-
ally removed.
[0098] According to exemplary methods, not claimed,
that use a tool that includes extension guards, a self-
fixating tip can be adjusted by either increasing or reduc-
ing the degree of penetration of the self-fixating tip into
the tissue. This tool can be used for initial placement of
the self-fixating tip and can remain engaged with the self-
fixating tip after the self-fixating tip has been initially
placed. The extension guards will line up on the proximal
side of surfaces (e.g., lateral extensions) of the self-fix-
ating tip to reduce the amount of friction and trauma as-
sociated with moving the self-fixating tip in a direction
opposite of the direction of insertion. The position can be
checked without dis-engaging the needle tip from the im-
planted self-fixating tip. If adjustment of the position is
desired, the insertion tool can be used to move the self-
fixating tip either deeper or less deep into the tissue. The
position can be checked again and further adjustment
can performed if desired. This embodiment of the inven-
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tion does not require a guide. However, a guide can be
used if the option of still further adjustment may be de-
sired after the needle tip has been dis-engaged from the
self-fixating tip, in which case the further adjustment
deeper into the tissue can be performed using an inser-
tion tool that includes an aperture at the needle tip, as
described elsewhere.
[0099] According to methods, not claimed, that include
a guide and a needle tip that includes an aperture that
can engage the guide, the needle tip aperture can be
engaged with the guide at any useful stage in a surgical
procedure. According to certain specific embodiments of
the invention, an aperture of a needle tip may be engaged
with a guide prior to initial placement of a self-fixating tip.
After initial placement of the self-fixating tip, the needle
tip can be dis-engaged from the self-fixating tip and the
placement of the self-fixating tip can be assessed. If ad-
justment is desired the aperture of the needle tip can be
engaged with the guide and the needle tip can be led
along the guide to the self-fixating tip and the needle tip
can be engaged with the self-fixating tip (previously
placed in the tissue).
[0100] Certain embodiments of the described meth-
ods, not claimed, can be performed with an aperture (e.g.,
channel) of a self-fixating tip that loosely engages a
guide, by threading the guide through the aperture in the
self-fixating tip. A proximal guide portion having a prox-
imal guide end can enter the self-fixating tip at the prox-
imal end of the base, and a distal guide portion having a
distal guide end can exit and extend from the distal end
of the base. According to such exemplary embodiments,
a distal guide portion or a proximal guide portion can be
marked at a location of either end that remains external
to the patient during an implantation procedure, to allow
a surgeon to differentiate the two different guide portions.
For example, a knot or other marking can be placed at
either guide portion. Preferably, a mark such as a knot
can be placed at the end of a distal guide portion so that
the proximal (non-marked) guide portion can be identified
as the guide portion with which an aperture of a needle
tip can be engaged to allow the needle tip to be led to
the proximal end of the base of the self-fixating tip. After
placement of the self-fixating tip at desired tissue of the
pelvic region, and optional adjustment, the insertion tool
can be removed from (disengaged from) the self-fixating
tip and removed from the patient. If no further adjustment
is necessary the guide can be removed from the patient
by pulling the distal guide portion so the proximal guide
portion moves distally through the aperture of the im-
planted self-fixating tip and the entire guide disengages
the self-fixating tip.
[0101] Referring to figures 5A (side view) and 5B (top
view), illustrated is a combination of an insertion tool en-
gaged with a self-fixating tip, and a guide loosely engaged
with (i.e., threaded through) the self-fixating tip as well
as an aperture at a needle tip of the insertion tool. Inser-
tion tool needle 126 includes needle tip 102 (not specif-
ically shown), which includes needle tip end 105. Needle

tip 102 is engaged with self-fixating tip 104 through a
central channel of self-fixating tip 104. The central chan-
nel extends completely through a base of self-fixating tip
104 as an aperture into which needle tip 102 extends.
Needle tip end 105, as illustrated, extends beyond the
length of self-fixating tip 104. Needle tip 102 includes an
aperture (not specifically shown) within which guide 106
is loosely engaged, e.g., threaded. The needle tip aper-
ture begins at needle tip end 105 and extends to a prox-
imal location along the length of needle 126. Guide 106
includes proximal guide portion 108 and distal guide por-
tion 110. Proximal guide portion 108 exits a proximal end
of needle tip 102 and a proximal end of self-fixating tip
104, and can be used to lead a needle tip from an external
location to the proximal end of self-fixating tip 104. Distal
guide portion 110 exits a distal end of needle tip 102 and
through an aperture at needle tip end 105. Optionally and
not shown, distal guide portion 110 may be marked to
distinguish from proximal guide portion 108, e.g., by tying
a knot at distal guide portion 110.
[0102] Also shown at figures 5A and 5B is mesh 114,
e.g., a portion of a urethral sling, that includes an exten-
sion portion connected to the proximal end of self-fixating
tip 104, and a tissue support portion. Marking 112 indi-
cates the median of the sling. Groove 120 is at a location
of shaft that corresponds to the median of the implant
(when the needle tip is engaged with the self-fixating tip)
and also to the location of the urethra when, in use during
an implantation procedure, the needle tip is placed at a
desired location for placement of a self-fixating tip, such
as at an obturator foramen.
[0103] An alternate combination of insertion tool en-
gaged with a self-fixating tip, and a guide engaged with
the insertion tool and the self-fixating tip, is at figure 6.
In this embodiment, a guide is not loosely engaged with
the self fixating tip but is engaged by being securely fixed
to the self-fixating tip. Referring to figure 6, insertion tool
needle 150 includes needle tip 152 engaged with self-
fixating tip 154. Engagement surfaces 156 of needle tip
152 engage trailing surfaces 158 of self fixating tip 154,
in a manner that allows the insertion tool to push self-
fixating tip 154 into tissue. Needle tip 152 includes aper-
ture 160 within which guide 166 is loosely engaged, i.e.,
threaded. End 168 of guide 166 is securely fixed to self-
fixating tip 154. Guide 166 includes proximal guide por-
tion 168 and fixed guide end 167. Proximal guide portion
168 enters needle tip 152 through aperture 160 and can
extend through a desired length of needle 150, e.g., to
exit needle 150 at any desired location, such as at a distal
end of needle 150, at a proximal end of needle 150, or
at a handle attached to a proximal end of needle 150.
Fixed guide end 167 is secured to self-fixating tip 154.
Needle 150 is attached at a proximal end to a handle (not
shown). Needle 150, the attached handle, or both, may
be fully cannulated from needle tip 152 to a proximal end
of needle 150 or proximal end of the tool, e.g., the handle,
to allow proximal guide portion 168 to be available at a
location external to the patient incision during an implan-

25 26 



EP 2 371 294 B1

15

5

10

15

20

25

30

35

40

45

50

55

tation procedure. Proximal guide portion 168 can be used
to lead needle tip 152 to the proximal end of self-fixating
tip 154, after self-fixating tip 154 has been initially placed
at tissue of the pelvic region.
[0104] Yet another combination of insertion tool en-
gaged with a self-fixating tip, and a guide engaged with
the self-fixating tip, is at figure 7. In this embodiment, a
guide is loosely engaged with the self-fixating tip, and is
also loosely engages with the needle tip. In this embod-
iment the guide passes through an aperture or channel
located along a length of the self-fixating tip, in addition
to an aperture in the needle tip. Referring to figure 7,
insertion tool needle 170 includes needle tip 172 en-
gaged with self-fixating tip 174. Engagement surfaces
176 of needle tip 172 engage trailing surfaces 178 of self-
fixating tip 174 in a manner that allows the insertion tool
to push self-fixating tip 174 into tissue. Needle tip 172
includes aperture (bore) 180 within which guide 182 is
loosely engaged, i.e., threaded. Guide 182 passes loose-
ly through aperture 180, exits a distal end of aperture
180, and extends distally as distal guide portion 184.
Guide 182 also includes proximal guide portion 188,
which enters self-fixating tip 174 through aperture 175,
extends through aperture (e.g., bore or channel) 177 of
self-fixating tip 174, to enter aperture 180. Optionally and
not shown, distal guide portion 184 may be marked to
distinguish from proximal guide portion 188, e.g., by tying
a knot at distal guide portion 184.
[0105] Yet another combination of insertion tool en-
gaged with a self-fixating tip, and a guide engaged with
the self-fixating tip, is at figures 8A and 8B. In this em-
bodiment, a guide is loosely engaged with the self-fixat-
ing tip, and is also loosely engages with the needle tip.
The guide passes through an aperture of the self-fixating
tip, through an aperture in the needle tip, and proximally
through another aperture of the self-fixating tip. The in-
sertion tool includes the aperture, as noted, and addition-
ally includes a removable extension guard.
[0106] Referring to figure 8A, combination 250 in-
cludes an insertion tool that includes needle 252, needle
tip 254, and a handle (not shown). Combination 250 ad-
ditionally includes self-fixating tip 256, optional suture
258, and removable extension guard 260. Needle tip 254
includes aperture 270, within which guide 258 can be
loosely engaged. Self-fixating tip 256 includes apertures
272, within which guide 258 can be loosely engaged.
[0107] Removable extension guard 260 includes tube
262 and extension guards 264. Tube 262 can be fitted
over needle 252 and positioned proximal to needle tip
254 so extension guards 264 align behind lateral exten-
sions 266 of self-fixating tip 256. This configuration is
shown at figure 8A. In a second configuration, as shown
at figure 8B, the insertion tool can be used without re-
movable extension guard 260.
[0108] According to exemplary methods, not claimed,
the configuration of figure 8A, including removable ex-
tension guard 260 installed on needle 252, can be used
to initially place self-fixating tip 256 at tissue of the pelvic

region. Without dis-engaging needle tip 254 from self-
fixating tip 256, the position of self-fixating tip 256 can be
adjusted to a tissue location of increased or decreased
penetration. Needle 252 can be disengaged from the im-
planted self-fixating tip. The position of the implanted self-
fixating tip or connected implant can be assessed to con-
sider whether additional adjustment is desired. If so, re-
movable extension guard 260 can be removed from nee-
dle 252 to result in the configuration of 8B. Needle tip
254 can be guided into re-engagement with self-fixating
tip 256, and the insertion tool can be used to cause self-
fixating tip to be inserted more deeply into the tissue.
[0109] An insertion tool as generally or specifically de-
scribed herein can be used for initial placement of the
self-fixating tip engaged with a guide. For this initial place-
ment the guide need not be threaded through an aperture
at a needle tip. Once the self-fixating tip is placed, the
guide remains engaged within the self-fixating tip. In pre-
ferred embodiments, a proximal guide portion (non-
marked) extends from the proximal end of the self-fixating
tip, and a distal (marked) guide portion extends from the
distal end of the self-fixating tip. Both guide portions can
be placed external to the patient incision. The proximal
guide portion is the portion that can be used to lead a
needle tip to the self-fixating tip. If necessary or desired,
the proximal guide portion can be threaded through an
aperture of a needle tip and the needle tip can be guided
along the proximal guide portion to the self-fixating tip
that has been initially placed at tissue of the pelvic region.
The insertion tool can be used to adjust the location of
the self-fixating tip by moving the self-fixating tip in a di-
rection of deeper penetration into the tissue.
[0110] Specific steps of embodiments of the described
methods, not claimed, can include a method of treating
a pelvic condition by providing a combination of an im-
plant and a tool, as described. The implant includes a
self-fixating tip and the needle tip includes an aperture
that is capable of engaging a guide. The self-fixating tip
and needle tip are designed to allow the needle tip to
engage the self-fixating tip in a configuration that allows
the needle to push the self-fixating tip for implanting the
self-fixating tip in tissue of the pelvic region. Upon such
engagement, the needle tip and self-fixating tip can be
introduced into the pelvic region through an incision in a
patient and the needle can be used to insert the self-
fixating tip into tissue of the pelvic region. The particular
placement of the self-fixating tip will depend on the type
of condition being treated and the type of method being
performed. Examples of tissue into which the self-fixating
tip can be placed include tissue of the obturator foramen
(e.g., obturator internus muscle), levator ani, coccygeous
muscle, iliococcygeous muscle, arcus tendineus, sacros-
pinous ligament, tissue in a region of the ischial spine, etc.
[0111] According to such embodiments, the self-fixat-
ing tip can engage a guide, either in a fixed or a loose
manner. The self-fixating tip can be engaged with the
guide before the self-fixating tip is placed at the tissue of
the pelvic region. This allows the guide to be available
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after the self-fixating tip is initially placed at a tissue lo-
cation, so the guide can be used to find the self-fixating
tip should the self-fixating tip require adjustment of loca-
tion. In specific, a guide can engage a self-fixating tip by
being threaded through an aperture in the self-fixating
tip, or by being secured to the self-fixating tip. After the
self-fixating tip is initially placed, a surgeon can assess
the position of the self-fixating tip and the degree of sup-
port (of a tissue of the pelvic region) that is achieved
compared to the degree of support that is desired. If ad-
justment of location of the self-fixating tip is desired the
surgeon can use the guide to re-connect the needle tip
with the initially-implanted self-fixating tip, and use the
insertion tool to adjust the position of the self-fixating tip,
e.g., to provide added support.
[0112] Exemplary steps of an embodiment of this
method can include implanting (initially placing) a self-
fixating tip, wherein the self-fixating tip is engaged with
a guide. After checking for proper placement and decid-
ing that adjustment of the initial location of the self-fixating
tip is desired, the guide can be passed through an aper-
ture of a needle tip. (Alternately, the guide can be passed
through the aperture prior to initial placement of the self-
fixating tip.) The needle tip can be moved along the guide
to place the needle tip in contact with the self-fixating tip
located in the pelvic tissue, to engage the self-fixating
tip. The self-fixating tip can be moved deeper into the
tissue to provide additional tension.
[0113] The guide can be bioresorbable, and may be
left in place. Alternately, a guide that engages a self-
fixating tip in a fixed manner can be severed as close as
possible to the self-fixating tip to remove the guide after
use. A guide that engages a self-fixating tip in a loose
manner may be removed from the patient by pulling a
loose end of the guide to remove the entire guide from
the patient.
[0114] Other embodiments of methods, not claimed,
of the present description include implanting (initially
placing) a self-fixating tip, wherein the self-fixating tip in-
cludes one or more lateral extension and the insertion
tool includes an extension guard that can correspond to
each lateral extension. This embodiment does not re-
quire the use of a guide, and allows for adjustment of the
initial placement of the self-fixating tip either to increase
or decrease the penetration of the self-fixating tip. The
needle tip is engaged with the self-fixating tip with each
extension guard lining up proximal to a lateral extension
of the self-fixating tip. The self-fixating tip is placed at
tissue as desired, and can be checked for proper place-
ment. If adjustment of the initial location of the self-fixating
tip is desired, the tool may be used to move the self-
fixating tip either to deeper tissue penetration or reduced
tissue penetration, prior to dis-engaging the needle tip
from the self-fixating tip. Adjustment can be performed
until a desired location is achieved and the needle tip can
be dis-engaged from the self-fixating tip.
[0115] According to yet other embodiments of meth-
ods, not claimed, an implant may be placed using an

insertion tool that includes an aperture at a needle tip,
and a self-fixating tip that can be fixedly engaged with a
guide. The guide is threaded through an aperture at a
needle tip and the needle tip is placed within tissue of
the pelvic region near the desired location of the self-
fixating tip. A proximal guide portion (not engaged with
the self-fixating tip) remains external to the patient and
can be used to place traction on the guide and cause the
self-fixating tip to penetrate tissue adjacent to the location
of the needle tip; i.e., the self-fixating tip is pulled into
tissue adjacent to the location of the needle tip. The meth-
od does not require engagement between the self-fixat-
ing tip and the needle tip in a manner that allows the
insertion tool to push the self-fixating tip into tissue. See,
e.g., figure 9.
[0116] Figure 9 illustrates an embodiment of an inser-
tion tool that includes an aperture at a needle tip, and an
implant that includes a guide engaged with a self-fixating
tip. Referring to figure 9, illustrated is a combination of
an insertion tool that includes a needle tip that has an
aperture, a self-fixating tip that is not designed to engage
the needle tip, and a guide that is threaded through the
aperture and fixedly engaged with the self-fixating tip.
Insertion tool needle 200 includes needle tip 202. Needle
tip 202 includes aperture 203, within which guide 206 is
loosely engaged, i.e., threaded. Guide 206 includes prox-
imal guide portion 208 and fixed distal guide end 210
attached to a distal end of self-fixating tip 214. Guide 206
is threaded through aperture 203 of needle tip 202 and,
preferably, proximal guide portion 208 extends to a loca-
tion external to a patient incision, allowing a user (e.g.
surgeon) to grasp proximal guide portion 208 to place
traction on the guide. When needle tip 202 is placed with-
in tissue of the pelvic region, traction at proximal guide
portion 208 to pull proximal guide portion 208 in a prox-
imal direction, causes self-fixating tip 214 to penetrate
tissue adjacent to the location of needle tip 214.
[0117] An alternate embodiment is illustrated at figure
10, showing an insertion tool that includes an aperture
at a needle tip, and an implant that includes a guide en-
gaged with a self-fixating tip. Referring to figure 10, illus-
trated is a combination of an insertion tool that includes
a needle tip that has an aperture, a self-fixating tip that
is not designed to engage the needle tip, and a guide
that is threaded through the needle tip aperture and is
loosely engaged with the self-fixating tip but includes a
structure that allows the guide to become fixedly engaged
with the self-fixating tip to allow traction placed on the
guide to place traction on the self-fixating tip. Insertion
tool needle 220 includes needle tip 222. Needle tip 222
includes needle tip aperture 223, within which guide 226
is loosely engaged, i.e., threaded. Guide 226 includes
proximal guide portion 228 and distal guide portion 230,
including enlargement 232. Guide 226 is threaded
through aperture 223 of needle tip 222 and, preferably,
proximal guide portion 228 extends to a location external
to a patient incision, allowing a user (e.g. surgeon) to
grasp the loose end and place traction on guide 226.
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Distal guide portion 230 passes through aperture 240 of
self-fixating tip 224. Aperture 240 includes narrow portion
244 and wider portion 242. Enlargement 232 can pass
through wider portion 242 but is too large to pass into
narrow portion 244. When traction is applied to proximal
guide portion 228, enlargement 232 is drawn into aper-
ture 240 and becomes fixedly engaged with self-fixating
tip 224, causing and the traction to become applied to
self-fixating tip 214. When needle tip 222 is placed within
tissue of the pelvic region, traction at proximal guide por-
tion 228 to pull proximal guide portion 208 in a proximal
direction, causes self-fixating tip 224 to penetrate tissue
adjacent to the location of needle tip 222.
[0118] A method, not claimed, according to these em-
bodiments can include use of an implant that includes a
self-fixating tip at an end of an extension portion. A guide
can be engaged with the self-fixating tip by being fixed
to the self-fixating tip. Alternately the guide may be loose-
ly threaded through an aperture in the self-fixating tip and
may include an enlargement such as a knot or other struc-
ture that is of a size that is too large to slide through the
aperture. The enlargement can be brought into contact
with the aperture to allow the guide to pull the self-fixating
tip.
[0119] The guide can be threaded through the aperture
of the needle tip. The needle tip can be inserted into tissue
in the pelvic region, leaving a proximal guide portion ex-
ternal to the patient. Traction can be applied at the prox-
imal guide portion in a proximal direction to cause the
self-fixating tip to penetrate tissue. By one method, the
self-fixating tip can be caused to penetrate tissue with
applied traction combined with movement of the needle
tip, i.e., by placing traction on the guide and pushing the
needle tip into tissue to cause the self-fixating tip to pen-
etrate tissue. Alternately, the self-fixating tip can be
caused to penetrate tissue with desired placement of the
needle tip, maintaining a stationary position of the needle
tip within tissue, and placing traction on the guide, e.g.,
pulling the guide proximally, to pull the self-fixating tip
into the tissue, i.e., by placing the needle tip at a desired
tissue location and then placing traction on the guide to
cause the self-fixating tip to penetrate tissue.
[0120] Exemplary methods for treating pelvic floor dis-
orders are discussed, e.g., in Applicants’ copending In-
ternational patent publication number WO 2008/013867
A1, filed July 25, 2007. The implants, tools, and methods
described herein can be applied to and used in conjunc-
tion with implants, tools, and methods, not claimed, of
that patent application to treat pelvic floor disorders such
as prolapse, incontinence (urinary and fecal inconti-
nence), conditions of the perineal body, conditions of le-
vator muscle (such as a component of levator muscle),
conditions of the levator hiatus, and combinations of two
or more of these. According to various embodiments, a
surgical implant can be used to treat a pelvic condition
wherein the method includes placing an implant in a man-
ner that support tissue of the pelvic floor, including one
or more of levator muscle, coccygeus muscle, iliococcy-

geus muscle, tissue of a perineal body, pubococcygeus
muscle, etc., in a male or female. Placement of the im-
plant can be by any incision and dissection route, with
particular methods involving a vaginal incisions or an in-
cision in the perirectal, perianal, or perineal regions. By
any method, an embodiment of a tool can be used, as
described, wherein the tool includes an aperture for use
with a guide, an extension guard, or both.
[0121] Specific embodiments of methods, not claimed,
of supporting tissue of the pelvic floor can include creating
an incision that allows access to a region of tissue of the
pelvic floor and providing a pelvic implant comprising a
tissue support portion and a self-fixating tip. The implant
is passed through the incision and a tissue support por-
tion of the implant is placed at the region of pelvic floor
tissue. The tissue support portion is positioned at the
region of the pelvic floor tissue in a manner to cause the
tissue support portion to support the tissue of the pelvic
floor tissue. An insertion tool is used to place the self-
fixating tip at tissue of the pelvic region. The insertion
tool includes an aperture for engaging a guide, an exten-
sion guard, or both, as described herein. The insertion
tool can be used to initially place the self-fixating tip, and
the location of the self-fixating tip can then be adjusted
as described herein, optionally using the guide to re-en-
gage the needle tip with the self-fixating tip previously
placed in the tissue.
[0122] The implant can be placed to contact pelvic tis-
sue as desired, to support the tissue, and can be secured
to the tissue to be supported, e.g., by suturing. The im-
plant can additionally be secured, e.g., using a self-fix-
ating tip as described herein, to soft (e.g., muscle, liga-
ment, tendon) tissue of the pelvic region for additional
support, such as to tissue including sacrotuberous liga-
ment; sacrospinous ligament; anococcygeal ligament
("anococcygeal body ligament"); periostium of the pubic
bone (e.g., in a region of the ischial tuberosity); puboure-
thral ligament; ischial spine (e.g., at a region of the ischial
spine); ischial tuberosity; arcus tendineus (sometimes re-
ferred to as the "white line"), e.g., using a tissue path
between levator ani muscle and obturator internus mus-
cle and attached at the arcus tendineus; and obturator
internus muscle. A method may additionally involve
placement of one or more additional extension portion of
an implant using a tissue path that leads to an external
incision such as: by passing through tissue of the obtu-
rator foramen to pass through an external incision at the
inner thigh; passing above the pubic bone to exit at a
suprapubic incision; passing in a posterior direction to an
external perirectal or perianal incision, e.g., past the coc-
cyx bone. Additionally or alternately, a method may in-
volve placement of an extension portion of an implant to
bone or fascia, such as the sacrum or pubic bone, or
fascia thereof.
[0123] Other exemplary methods for treating pelvic
floor disorders are discussed, e.g., in Applicants’ copend-
ing International patent application number WO
2007/097994 and International patent publication
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number WO 2007/149348 A2, filed June 15, 2007, enti-
tled SURGICAL IMPLANTS, TOOLS, AND METHODS
FOR TREATING PELVIC CONDITIONS. Implants, tools,
and methods described herein can be applied to and
used in conjunction with implants, tools, and methods of
that patent application to treat pelvic conditions such as
incontinence (various forms such as fecal incontinence,
stress urinary incontinence, urge incontinence, mixed in-
continence, etc.), vaginal prolapse (including various
forms such as enterocele, cystocele, rectocele, vault pro-
lapse, etc.), among others. Embodiments of implants in-
clude a self-fixating tip at a distal end of one or more
extension portions. The self-fixating tip can be placed at
and secured within tissue of the pelvic region to support
the implant. As an example, a self-fixating tip can be
placed at tissue of the obturator foramen (this phrase
referring to tissue that lies within or spans the obturator
foramen, for example the obturator internus muscle, the
obturator membrane, or the obturator externus muscle).
Other tissue of the pelvic region can also be locations
useful for implanting a self-fixating tip. The self-fixating
tips can be designed to engage a distal end of an insertion
tool to allow the insertion tool to place the self-fixating tip
at a desired tissue location by pushing.
[0124] Based on such methods, a method, not claimed,
of the present description can include providing an im-
plant sling comprising two self-fixating tips. Each self-
fixating tip includes a base having a proximal base end
and a distal base end. The proximal base end is connect-
ed to an extension portion of the implant. Optionally and
preferably, two lateral extensions extend from the base.
A tool is provided for extending from a vaginal incision
to an obturator foramen. The method includes creating
only a single vaginal incision, dissecting to vaginal tissue
to be supported, and contacting a tissue support portion
with vaginal tissue to be supported. The implant is insert-
ed into the pelvic region through the vaginal incision. A
first self-fixating tip is implanted at an obturator foramen
on one side of the patient by using the needle, through
the vaginal incision, to cause the self-fixating tip to pen-
etrate tissue of the obturator foramen. A second self-
fixating tip is implanted at an obturator foramen on an
opposing side of the patient, again through the vaginal
incision.
[0125] Implanting either or both of the first and second
self-fixating tip can include passing the guide through an
aperture of the first self-fixating tip, the second self-fixat-
ing tip, or both of these. An insertion tool comprising a
needle is then used to place the self-fixating tip at tissue
of the pelvic region. The needle is removed from the self-
fixating tip. The guide extending through the self-fixating
tip includes a proximal guide portion that extends to the
proximal side of the self-fixating tip. A second portion of
the guide can include an end that is fixed to the self-
fixating tip or may extend loosely through the self-fixating
tip as a distal guide portion. The proximal guide portion
and the distal guide portion (if present) can remain ex-
ternal to the incision. The proximal guide portion is

passed (threaded) through the aperture in the needle tip
(this may be done before or after implantation of a self-
fixating tip). The aperture at the needle tip is moved from
along the proximal guide portion to the implanted self-
fixating tip and engages self-fixating tip previously insert-
ed in the tissue. The needle can then be used to adjust
the location of the self-fixating tip by causing the self-
fixating tip to be penetrated more deeply into the tissue.
This adjustment step may be done for one or both of the
self-fixating tips of this exemplary method. For placement
and adjustment of an implant that includes fewer or more
than a two self-fixating tips, any number of self-fixating
tips can be adjusted.
[0126] The invention relates to combinations of tools,
implants, and optional guide as described, including com-
binations specifically described or otherwise. A combi-
nation may include an implant that includes a self-fixating
tip, an optional guide, and one or more insertion tool. A
combination may include a single insertion tool, or two
or more insertion tools, which may be the same or differ-
ent. For example, a combination may include multiple
insertion tools that include the same or various curves,
for placement of different self-fixating tips of an implant
at different positions of the pelvic region.
[0127] A combination may, alternately or in addition,
include two or more insertion tools having different nee-
dle tips; one insertion tool may include a needle tip that
includes an aperture and a second insertion tool may
include a needle tip that includes no aperture but does
include an extension guard. This combination of tools
may additionally be combined with an implant that in-
cludes a self-fixating tip that is capable of being engaged
with a guide and that includes at least one lateral exten-
sion. A first insertion tool, including a needle tip that in-
cludes an extension guard, may be used to implant a
self-fixating tip and (before dis-engaging the insertion
tool) the insertion tool may be used to adjust the implant
to increase or decrease tissue penetration. Subsequent-
ly, a second insertion tool, including an aperture at the
needle tip, may be guided along the suture to the self-
fixating tip placed at tissue and the position of the self-
fixating tip can be further adjusted by increasing tissue
penetration. Optionally, a single insertion tool can include
an aperture capable of engaging a guide and a removable
extension guard, and can be used in both steps, first in-
cluding the extension guard and later without the exten-
sion guard.
[0128] Although the invention has been described in
terms of particular embodiments and applications, one
of ordinary skill, in light of this teaching, can generate
additional embodiments and modifications without de-
parting from or exceeding the scope of the claimed in-
vention. Accordingly, it is to be understood that the draw-
ings and descriptions herein are presented by way of
example to facilitate comprehension of the invention and
should not be construed to limit the scope thereof.
[0129] Following is a description of an exemplary meth-
od of implanting a urethral sling to treat female inconti-
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nence, using a tool, method, and implant as described
herein. The sling ("Sling") is a mesh strip that includes a
self-fixating tip at each end. A midline mark is located at
the middle of the sling based on the length of the sling
between the self-fixating tips ("Sling Tips"). The needle
engages the self-fixating tips to allow the self-fixating tips
to be pushed into tissue. The needle includes a curve in
two dimensions and has a needle tip that has an aperture
that engages a guide. The needle includes a mark
(groove) at the shaft that corresponds to the urethra when
the needle tip is approximately located at a location for
implanting a self-fixating tip at an obturator foramen. The
self-fixating tips engage the needle tip and also include
an aperture that allows the guide to be threaded through
the self-fixating tip and the needle tip while the needle
tip engages the self-fixating tip.

PATIENT PREPARATION

[0130]

1. Patient should be placed in a modified dorsal lithot-
omy position with hips flexed, legs elevated in stir-
rups, and buttocks even with the edge of table.

2. Ensure the bladder is empty. A catheter is not
required but may aid in identifying the urethra during
the procedure.

3. Place a weighted vaginal retractor or other suitable
vaginal retraction, if desired.

4. Ensure that a 2-0 monofilament polypropylene su-
ture at least 18" (46 cm) long is available, needle
removed.

INCISION AND DISSECTION

[0131]

5. On the anterior wall of the vagina, draw a mark to
identify the location of a suburethral incision approx-
imately at the level of the mid-urethra. Variations may
occur in specific incisions due to individual technique
and patient anatomy.

6. Infiltrate incision site with saline if desired.

7. Place an Allis forceps on the incision margin to
expose the incision.

8. Incise the vaginal wall. The incision should be ap-
proximately 1.5 cm in length.

9. Insert the tip of a Metzenbaum scissors laterally,
spread and advance the scissors until the tip of the
scissors touches the posterior portion of the ischiop-
ubic ramus (about 1 - 1.5 cm). Do this bilaterally.

10. The subsequent dissection and needle insertion
orientation can be visualized by first palpating the
edge of the ischiopubic ramus beginning at the level
of the vaginal incision; continue palpating the edge
of the bone moving cephalad toward the level of the
clitoris and note where the adductor longus tendon
inserts into the pubic ramus. The dissection and nee-
dle insertion should be aimed just inferior to this lo-
cation, lateral to the bony edge.

PLACING THE SLING MESH

[0132]

11. Tie a knot near one end of the suture (approx. 5
cm) and thread the other end through one of the Sling
Tips. The suture should be drawn through the Sling
Tip until © of the length has passed. The knotted
end should be distal to the Sling Tip.

12. Insert the unknotted end of the suture that is
passing out of the proximal end of the Sling Tip into
the hole (aperture) in the end of the needle tip.

[0133] NOTE: The tip of the needle passer is keyed to
the Sling Tip to prevent rotation during placement.

13. Assemble the Sling onto the needle by sliding
the Sling Tip onto the needle tip.

14. While assembling, ensure that the Sling Tip is
oriented such that the mesh wraps along the outside
of the needle bend.

[0134] NOTE: Ensure that both suture ends are visible
during placement of the Sling Tip.

15. Insert the needle/Sling assembly into the vaginal
incision. Track the needle along the posterior surface
of the ischiopubic ramus until the mark at the midline
on the mesh is approximately at the midline position
under the urethra.

16. Remove the needle leaving the suture in position.

17. Place the second Sling Tip onto the needle tip.
To ensure that the mesh lies flat under the urethra,
verify that the Sling is not twisted.

18. Insert the needle/Sling assembly through the
vaginal incision, into the patient’s contralateral side.
Track the needle along the posterior surface of the
ischiopubic ramus until appropriate Sling tension un-
der the urethra is achieved.

19. Remove the needle and assess the Sling tension.

20. If desired, more tension can be added by ad-
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vancing the first Sling Tip.

a. To add tension, guide the needle back to the
first Sling Tip using the suture.

b. Thread the suture through the hole in the end
of the needle tip.

c. Pull the suture just tight enough to remove
any slack.

d. Advance the needle along the suture toward
the Sling Tip.

[0135] NOTE: The needle tip is approaching the Sling
Tip when the groove on the needle is approaching the
urethra.

e. Once needle tip is engaged with the Sling Tip,
advance the Sling Tip until the desired tension is
achieved.

f. Remove the needle leaving the suture in position.

g. Assess the tension again. More tension can be
added by repeating Steps 20 a - f.

21. When the desired tension is achieved, remove
the suture by gently pulling the knotted suture end.

22. Cystoscopy is not required, but may be per-
formed at this point.

23. Complete the closure of the vaginal incision.

Claims

1. A combination for treating urinary incontinence, the
combination comprising an insertion tool (120), a
guide (182) and an implant,
the insertion tool (120) comprising

a handle (122) and
a curved needle (126) comprising a needle shaft
(32) extending from the handle, the needle shaft
comprising

a proximal end (128) attached to the handle
and
a distal end (130) that includes a needle tip
(30, 80, 132, 172), the needle tip comprising
an aperture (38, 134, 180) that allows guid-
ed relative movement of the needle tip (30,
80, 132, 172) along the guide (182), the
guide capable of extending through the ap-
erture (38, 134, 180) in the needle tip (30,
80, 132, 172),

and
the implant comprising

a sling comprising mesh material (114),
a self-fixating tip (100, 174) at each end of the
sling for engaging with the needle tip (30, 80,
132, 172), the self-fixating tips (100, 174) com-
prising an aperture (175, 177) that allows pas-
sage of the guide (182) therethrough,
the sling having a fixed length spanning between
self-fixating tips (100, 174), and
the implant configured to support a urethra when
the self-fixating tips (100, 174) are implanted into
tissue of the obturator foramen,

wherein the needle tip (30, 80, 132, 172) can engage
and disengage the self-fixating tips (100, 174),
wherein the guide (182) can pass through the aper-
ture (38, 134, 180) in the needle tip (30, 80, 132,
172) and the aperture (175, 177) in the self-fixating
tip (100, 174), and wherein the aperture (38, 134,
180) exits at a surface of needle shaft (32) at a lo-
cation distal to the needle shaft proximal end.

2. The combination of claim 1 wherein the needle tip
(30, 80, 132, 172) can engage and disengage the
self-fixating tips (100, 174) by following the guide
(182).

3. The combination of claim 2 wherein the needle tip
(30, 80, 132, 172) can engage, disengage, and reen-
gage the self-fixating tip (100, 174) by following the
guide (182).

4. The combination of any of claims 1 to 3 wherein the
needle tip (30, 80, 132, 172) comprises

a narrow portion (34) and a shoulder (36) that
connects needle shaft (32) to narrowed portion
(34), and
an aperture (38) extending from end (40) of nee-
dle tip (30, 80, 132, 172) through narrow portion
(34) and through a portion of needle shaft (32).

5. The combination of any of claims 1 to 4 wherein the
self-fixating tips (10, 100, 174) comprise
a base (12) comprising a proximal base end (14) and
a distal base end (16), the proximal base end being
connected to the end of the sling, and
the base comprising an aperture (18) extending from
the proximal base end (14) through the base (12) to
the distal base end (16).

6. The combination of any of claims 1 to 5 wherein the
self-fixating tips (100, 174) have a length of 0.4 to
1.0 cm.

7. The combination of any of claims 1 to 6 wherein the
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implant includes a marking (112) indicating the me-
dian of the sling.

8. The combination of claim 7 wherein the insertion tool
includes a mark (136) that corresponds to the mark-
ing (112) on the sling when the needle tip (30, 80,
132, 172) is engaged with the self-fixating tip (100,
174).

9. The combination of any of claims 1 to 7 wherein the
self-fixating tips (100, 174) of the implant comprise
at least two lateral extensions (102, 103).

10. The combination of any of claims 1 to 8 wherein the
guide is a thread, a suture, a metal or plastic wire,
and comprises at least one loose end.

Patentansprüche

1. Kombination zur Behandlung von Harninkontinenz,
wobei die Kombination ein Einführwerkzeug (120),
eine Führung (182) und ein Implantat aufweist,
wobei das Einführwerkzeug (120) aufweist:

einen Griff (122) und
eine gekrümmte Nadel (126) mit einem Nadel-
schaft (32), der sich vom Griff erstreckt, wobei
der Nadelschaft aufweist:

ein proximales Ende (128), das am Griff an-
gebracht ist, und
ein distales Ende (130), das über eine Na-
delspitze (30, 80, 132, 172) verfügt; wobei
die Nadelspitze eine Öffnung (38, 134, 180)
aufweist, die geführte Relativbewegung der
Nadelspitze (30, 80, 132, 172) entlang der
Führung (182) ermöglicht, wobei sich die
Führung durch die Öffnung (38, 134, 180)
in der Nadelspitze (30, 80, 132, 172) erstre-
cken kann,

und
das Implantat aufweist:

eine Schlinge, die Maschenmaterial (114) auf-
weist,
eine selbstfixierende Spitze (100, 174) an jedem
Ende der Schlinge zum Herstellen eines Ein-
griffs mit der Nadelspitze (30, 80, 132, 172), wo-
bei die selbstfixierenden Spitzen (100, 174) eine
Öffnung (175, 177) aufweisen, die den Durch-
gang der Führung (182) durch sie ermöglichen,
wobei die Schlinge eine feste Länge hat, die sich
zwischen selbstfixierenden Spitzen (100, 174)
erstreckt, und
das Implantat so konfiguriert ist, dass es eine
Urethra stützt, wenn die selbstfixierenden Spit-

zen (100, 174) in Gewebe des Foramen obtu-
ratum implantiert sind,

wobei die Nadelspitze (30, 80, 132, 172) die selbst-
fixierenden Spitzen (100, 174) ergreifen und lösen
kann, wobei die Führung (182) die Öffnung (38, 134,
180) in der Nadelspitze (30, 80, 132, 172) und die
Öffnung (175, 177) in der selbstfixierenden Spitze
(100, 174) durchlaufen kann und wobei die Öffnung
(38, 134, 180) an einer Oberfläche des Nadelschafts
(32) an einer Stelle distal zum proximalen Nadel-
schaftende austritt.

2. Kombination nach Anspruch 1, wobei die Nadelspit-
ze (30, 80, 132, 172) die selbstfixierenden Spitzen
(100, 174) ergreifen und lösen kann, indem sie der
Führung (182) folgt.

3. Kombination nach Anspruch 2, wobei die Nadelspit-
ze (30, 80, 132, 172) die selbstfixierende Spitze
(100, 174) ergreifen, lösen und wieder ergreifen
kann, indem sie der Führung (182) folgt.

4. Kombination nach einem der Ansprüche 1 bis 3, wo-
bei die Nadelspitze (30, 80, 132, 172) aufweist:

einen schmalen Abschnitt (34) und eine Schul-
ter (36), die den Nadelschaft (32) mit dem ver-
schmälerten Abschnitt (34) verbindet, und
eine Öffnung (38), die sich von einem Ende (40)
der Nadelspitze (30, 80, 132, 172) durch den
schmalen Abschnitt (34) und durch einen Ab-
schnitt des Nadelschafts (32) erstreckt.

5. Kombination nach einem der Ansprüche 1 bis 4, wo-
bei die selbstfixierenden Spitzen (10, 100, 174) auf-
weisen:

eine Basis (12) mit einem proximalen Basisende
(14) und einem distalen Basisende (16), wobei
das proximale Basisende mit dem Ende der
Schlinge verbunden ist, und wobei die Basis ei-
ne Öffnung (18) aufweist, die sich vom proxima-
len Basisende (14) durch die Basis (12) zum dis-
talen Basisende (16) erstreckt.

6. Kombination nach einem der Ansprüche 1 bis 5, wo-
bei die selbstfixierenden Spitzen (100, 174) eine
Länge von 0,4 bis 1,0 cm haben.

7. Kombination nach einem der Ansprüche 1 bis 6, wo-
bei das Implantat eine Markierung (112) aufweist,
die die Mitte der Schlinge anzeigt.

8. Kombination nach Anspruch 7, wobei das Einführ-
werkzeug eine Marke (136) aufweist, die der Mar-
kierung (112) auf der Schlinge entspricht, wenn die
Nadelspitze (30, 80, 132, 172) im Eingriff mit der
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selbstfixierenden Spitze (100, 174) steht.

9. Kombination nach einem der Ansprüche 1 bis 7, wo-
bei die selbstfixierenden Spitzen (100, 174) des Im-
plantats mindestens zwei seitliche Verlängerungen
(102, 103) aufweisen.

10. Kombination nach einem der Ansprüche 1 bis 8, wo-
bei die Führung ein Faden, ein Nahtfaden, ein Metall-
oder Kunststoffdraht ist und mindestens ein loses
Ende aufweist.

Revendications

1. Combinaison pour traiter l’incontinence urinaire, la
combinaison comprenant un outil d’insertion (120),
un guide (182) et un implant,
l’outil d’insertion (120) comprenant :

une poignée (122), et
une aiguille incurvée (126) comprenant une tige
d’aiguille (32) s’étendant à partir de la poignée,
la tige d’aiguille comprenant :

une extrémité proximale (128) fixée sur la poignée, et
une extrémité distale (130) qui comprend une pointe
d’aiguille (30, 80, 132, 172), la pointe d’aiguille com-
prenant une ouverture (38, 134, 180) qui permet le
mouvement relatif guidé de la pointe d’aiguille (30,
80, 132, 172) le long du guide (182), le guide pouvant
s’étendre à travers l’ouverture (38, 134, 180) dans
la pointe d’aiguille (30, 80, 132, 172), et
l’implant comprenant :

une bandelette comprenant un matériau en
maille (114),
une pointe à fixation automatique (100, 174) au
niveau de chaque extrémité de la bandelette
pour se mettre en prise avec la pointe d’aiguille
(30, 80, 132, 172), les pointes à fixation auto-
matique (100, 174) comprenant une ouverture
(175, 177) qui permet le passage du guide (182)
à travers cette dernière,
la bandelette ayant une longueur fixe couvrant
la distance entre les pointes à fixation automa-
tique (100, 174), et
l’implant étant configuré pour supporter un urè-
tre lorsque les pointes à fixation automatique
(100, 174) sont implantées dans le tissu du trou
ischiopubien,

dans laquelle la pointe d’aiguille (30, 80, 132, 172)
peut venir en prise avec des pointes à fixation auto-
matique (100, 174) et se dégager des pointes à fixa-
tion automatique (100, 174), dans laquelle le guide
(182) peut passer à travers l’ouverture (38, 134, 180)
dans la pointe d’aiguille (30, 80, 132, 172) et l’ouver-

ture (175, 177) dans la pointe à fixation automatique
(100, 174), et dans laquelle l’ouverture (38, 134, 180)
sort au niveau d’une surface de la tige d’aiguille (32)
à un emplacement à distance de l’extrémité proxi-
male de la tige d’aiguille.

2. Combinaison selon la revendication 1, dans laquelle
la pointe d’aiguille (30, 80, 132, 172) peut venir en
prise avec les pointes à fixation automatique (100,
174) et se dégager des pointes à fixation automati-
que (100, 174) en suivant le guide (182).

3. Combinaison selon la revendication 2, dans laquelle
la pointe d’aiguille (30, 80, 132, 172) peut venir en
prise avec la pointe à fixation automatique (100,
174), se dégager de la pointe à fixation automatique
(100, 174) et venir à nouveau en prise avec la pointe
à fixation automatique (100, 174) en suivant le guide
(182).

4. Combinaison selon l’une quelconque des revendi-
cations 1 à 3, dans laquelle la pointe d’aiguille (30,
80, 132, 172) comprend :

une partie étroite (34) et un épaulement (36) qui
raccorde la tige d’aiguille (32) à la partie rétrécie
(34), et
une ouverture (38) s’étendant à partir de l’extré-
mité (40) de la pointe d’aiguille (30, 80, 132, 172)
à travers la paroi étroite (34) et à travers une
partie de la tige d’aiguille (32).

5. Combinaison selon l’une quelconque des revendi-
cations 1 à 4, dans laquelle les pointes à fixation
automatique (10, 100, 174) comprennent :

une base (12) comprenant une extrémité de ba-
se proximale (14) et une extrémité de base dis-
tale (16), l’extrémité de base proximale étant
raccordée à l’extrémité de la bandelette, et
la base comprenant une ouverture (18) s’éten-
dant à partir de l’extrémité de base proximale
(14) à travers la base (12) jusqu’à l’extrémité de
base distale (16).

6. Combinaison selon l’une quelconque des revendi-
cations 1 à 5, dans laquelle les pointes à fixation
automatique (100, 174) ont une longueur de 0,4 à
1,0 cm.

7. Combinaison selon l’une quelconque des revendi-
cations 1 à 6, dans laquelle l’implant comprend un
marquage (112) indiquant la médiane de la bande-
lette.

8. Combinaison selon la revendication 7, dans laquelle
l’outil d’insertion comprend une marque (136) qui
correspond au marquage (112) sur la bandelette
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lorsque la pointe d’aiguille (30, 80, 132, 172) est mise
en prise avec la pointe à fixation automatique (100,
174).

9. Combinaison selon l’une quelconque des revendi-
cations 1 à 7, dans laquelle les pointes à fixation
automatique (100, 174) de l’implant comprennent au
moins deux extensions latérales (102, 103).

10. Combinaison selon l’une quelconque des revendi-
cations 1 à 8, dans lequel le guide est un fil, une
suture, un fil en métal ou en plastique et comprend
au moins une extrémité libre.
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